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Preface 



Neither this report nor the "guidelines” should be regarded as reflect- 
ing the official views of the sponsors, the grantors, or of any participat- 
ing association, agency, or individual. Coordinating Services for Handi- 
capped Children is a composite summary of many views, opinions and 
conclusions expressed in papers and in conferences sponsored by the 
Institute. The "guidelines” have been drawn from the materials pre- 
sented in the papers and at the conferences. They do not represent the 
unanimous conclusions of the sponsors, the gran'^ors, or the partici- 
pants. 

The basic papers prepared for and presented at the meeting of the 
Institute in Chicago in March, 1963, were reproduced and bound and 
received some limited distribution to purchasers who requested them. 



Table of Contents 



CHAPTER 

Preface 

1 / Aims and Goals of the Institute 

2 / Cooperation Among Voluntaiy Organizations 

Guidelines for Action 

3 j Federal Programs for Handicapped Children and Youth . 

4 / State Interdepartmental Cooperation 

Guidelines for Action 

5 / Coordinating Services at the Intermediate Level 

Guidelines for Action . 

6 / Comperhensive Diagnostic and Treatment Centers 

Guidelines for Action 

7 / Special Education and Vocational Rehabilitation 

Guidelines for Action 



PAGE 



1 

. 5 

. 11 



. 18 
. 27 
. 38 
. 47 



APPENDIXES 

A / Steering Committee 

B / Agency Participants in Preliminary Conferences .... 56 

G / Members of Special Study Committees 59 

D / Discussion-Group Leaders and Recorders 62 

E / Authors of Institute Papers 64 










1 



Aims and Goals of the Institute 



The Golden Anniversary White House Conference on Children and 
Youth, held in i960, had as its basic purpose “to promote opportuni- 
ties for children and youth to realize their full potential for a creative 
life in freedom and dignity.” From that conference came an outpour- 
ing of statements, resolutions, and suggestions reflecting the deep and 
thoughtful concern of several million people for the present and future 
welfare of the nation’s children and youth. Many persons interested in 
the special imperatives for handicapped young people, however, felt 
that the White House Conference was not designed or equipped to con- 
sider in depth most of the issues related to this special category of 
youngsters. 

Consequently, in 1962, there was established a National Institute on 
Services for Handicapped Children and Youfli under the sponsorship 
of The Council for Exceptional Children, the National Rehabilitation 
Association, and the National Society for Crip pled Children and Adults. 
It was financed by the US Vocational Rehabilitation Auministration 
and the Easter Seal Research i nundation. 0»scar Kurren served as di- 
rector of the institute. 

The purpose of the institute was to consider the special requirements 
of handicapped children and youth; to define the accomplishments and 
the problems of agencies, bureaus, organizations, and professions de- 
voted to serving disabled young people; to explore how they might 
serve these youngsters better; to formulate some guidelines for further 
action. 

The organizers of the institute proceeded on some knowledge and on 
many assumptions. A basic assumption wa.‘i that handicapped children 
must be included among those for whom tJiere should be opportunity 
to realize “full potential for creative lives in freedom and dignity.” An- 
other assumption was that services to handicapped children are gen- 
erally inadequate. Although many agencies and organizations devote 
considerable money and manpower to meeting the medical, education- 
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al, and other requirements of disabled children and youth, whole cate- 
gories of conditions are in need of more care than they now receive. 
The assumption was also made that such resources as are now applied 
to these problems could be made to yield more than they do if organi- 
zations and people could better coordinate what they have to otter. 
Much has been written and said on this subject, but performance lags 
behind concepts and resolutions. 

In organizing the institute it was assumed that leaders in the disci- 
plines devoted to serving disabled children and youth would want to 
engage in a national discussion of the many problems related to their 
work; that they would gain new insights from such discussion; that 
they would be able to carry new initiative and new practice back to 
their respective places of work. 

A dynamic society normally outgrows static institutions and requires 
that attitudes, emphases, and energy distributions be flexible to remain 
effective. Even if all the problems had been solved and social function- 
ing had been at optimum efl&dency at some time in the past, the task 
of maintaining effectiveness would be enormous today. As stated in 
Alice in Wonderland, one must run very fast just to stand still. Percep- 
tion of new problems, new insights into better ways of functioning, new 
ideals, new morals, all tend to make what was good enough only a few 
years ago seem obsolete today. 

The National Institute on Services for Handicapped Children and 
Youth was designed to explore how to exploit existing resources and 
the opportunities arising out of social and economic change that could, 
make the lot of such children and youth progressively better. 

It was determined that the institute could most effectively address it- 
self to six basic groups of questions: 

1. Have the allocations of time, money, and functions of agencies 
been .modified to meet the current needs of candidates for service? Are 
there procedural restrictions in some agencies that interfere with joint 
planning and cooperation with other agencies? 

2. How have changing conditions altered functions of tax supported 
agencies on the one hand and voluntary agencies and organizations on 
the other? How do these changing roles affect them individually and 
what are the implications for joint planning and collaborative prac- 
tice? Where the services of one have impinged on the others, how have 
the resulting problems been resolved? 

3. What communication problems have developed among agencies 
due to the great growth in scope and variety of community facilities 
and services since World War II? To what extent are these agencies 
working together in case finding, in uniform reporting procedures, and 
in intercommunication? Are interagency case conferences held to plan 
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as rationall) and as economically as possible for diagnosis, treatment, 
training, and followup from initial contact to a job and independent 
living? 

4. Are there adequate legal provisions for comprehensive education- 
al and rehabilitation services to handicapped diildien in uie various 
states? "What problems exist in interagency planning where legal defini- 
tions of a handicapped child restrict services to certain diagnostic 
groups, excluding others? 

5. In what ways, if any, are the agencies working together to recruit 
and train professional personnel? 

6. How has increased specialization, both in professional personnel 
and in service, affected joint planning and collaborative practice? 

Under the guidance of a steering committee of representatives of the 
sponsors and other specialists, the institute held four preliminary con- 
ferences— in Baltimore, Atlanta, Minneapolis, and San Francisco. At 
these conferences the representatives of pertinent agencies (see Ap- 
pendix B) defined and discussed cooperative plans and agreements in 
effect, reviewed some of the problems and difficulties encountered in 
developing them, and discussed suggestions for formulating effective 
interagency relationships. The fruits of these deliberations and the re- 
ports of five special study committees (see Appendix C) were presented 
at a national meeting in Chicago, March 11-14, 1963. These reports 
and subsequent discussions form the basis of this report. 

The results of the institute and the condusions that might be drawn 
from them cannot be considered to be definitive, but it is felt that in 
their exploration of the principles, processes, and problems involved 
in the operation of national, regional, state, and local activities, the 
participants in the institute identified procedures which apply to some 
of the more fundamental areas of concern and interest to all communi- 
ties. The importance of a new approach to such problems becomes ap- 
parent when it is realized how much has been accomplished recently 
in developing new knowledge in medicine, public health practice, re- 
habilitation, and education. What is lacking is the development of effi- 
dent community structures for bringing to bear this new knowledge 
in charting an integrated program of health, education, ^nd welfare 
services to the young handicapped individual. It is hoped that this in- 
stitute may be the beginning of more comprehensive organization and 
utilization of expert knowledge in solving these problems. 

In the body of this report. Chapter Thiee provides a summary of 
three papers which were not read at the conference but which served 
as background information regarding the functioning of three agencies 
of the federal govermnent. They were prepared by the Exceptional 
Children Branch of the US Office of Education, the Office of Vocation- 
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al Rehabilitation, and the Children’s Bureau, all in the Department of 
Health, Education, and Welfare.* 

It will be noted that the emphasis of this report has been placed on 
administrative ratJier than technical prescriptions involving specific 
areas of disability. The basic goal was to define the problems and ex- 
plore ways in which agencies, organizations, and members of various 
professions could better serve disabled young people. 

It is hoped that the “Guidelines for Action” provide some basis for 
proceeding positively in improving the status and the prospects for 
handicapped children and youth. At the meeting in Chicago, attended 
by over 100 of the nation’s leaders in planning and operating programs 
of services for these children, the theme was “Interagency Joint Plan- 
ning and Collaborative Practice — A. Framework for Effective Services 
to Handicapped Children and Youth.” It may be reasonably hoped 
that these leaders did acquire some new levels of insight and motiva- 
tion for interpreting and implementing the suggestions generated by 
that theme. Followup efforts will be needed to determine if progress 
has been made in practices and procedures that will upgrade the op- 
portunities for disabled children and youth “to realize their full po- 
tential for a creative life in freedom and dignity.” 



• The recent reorganization of the Bureau of Research and Development of the 
Office of Education has cr«;ated the Division of Handicapped Children and Youth, 
eliminating the subsidiary Exceptional Children Branch. The Office of Vocational 
Rehabilitation is now the Vocational Rehabilitation Aministration. 
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Cooperation Among 
Voluntary Organizations 

r 



Voluntary and professional organizations and agencies which have a 
significant potential for serving disabled children and youth are num- 
bered in the hundreds. Some of them are national in organizational and 
functioning scope; some are sectional; some statewide; many are local 
organizations without afl&liations or interests outside the local com- 
munity. 

Although the accomplishments of voluntary organizations and agen- 
cies are impressive, their programs quite generally operate at less than 
full effectiveness. There are many needs of disabled children and youth 
which might be met but are not because these voluntary efforts are not 
coordinated. The reasons are many. Communication diflhculties are 
common, involving specialized vocabularies, geographical distances, 
and divergent professional and service interests. Organizational differ- 
ences also cause difficulties: strong, centrally organized groups versus 
loose federations; national entities versus local bodies; nonpolitical ver- 
sus social action groups; broad versus narrow scope of services; profes- 
sional versus lay control; service versus research versus educational 
goals. Other problenas are accounted for by (a) psychological difficul- 
ties, such as fear of loss of identity, fear of sharing information, lack of 
'I trust; (b) lack of genuine conviction about the desirability of coopera- 

j tive action, the tendency toward empire building; (c) possessiveness on 

I the part of boards and staff; (d) suspected lack of reliability of capa- 

bility or sincerity of the other organization (and it is always the “other’ 
oiganization); and (e) reluctance to share or dilute the personal satis- 
factions of founders and directors that can accrue from having an ex- 
clusive mission. 

Possibly for the many reasons outlined, the voluntary movement has 
not been distinguished by the type of interorganizational and inter- 
( agency cooperation and coordination that is so urgently needed. Fifty 

} years ago (April, 1913) Dr. Frederick R. Green, then secretary of the 

Council on Health and Public Instruction of the American Medical 
Association, called together representatives from 39 organizations ac- 
tive in the health field to explore how the national health activities of 
I voluntary organizations might be more effectively coordinated. He ap- 
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parently was discouraged by that meeting because two years later, in an 
article in the American Journal of Public Health (“Cooperation and 
Coordination of Voluntary Public Health Organizations,” Vol. 5, 1915), 
he enumerated his grievances regarding the voluntary health organiza- 
tions. His observations look very much like those that can be found in 

Timfivirrc rirnli f Arji ti'rm in flip volimtrirv TiPriltli fiplH 

X V TTXXXAAA^Cr X&A. TV . ^ ^ J 



lamented. 

Thirty years later Selskar M. Gunn and Philip S. Platt made a broad 
study of voluntary health agencies (Voluntary Health Agencies: An 
Interpretive Study, Ronald, New York, 1945). Gunn and Platt were still 
concerned about the need for and the lack of effective cooperation 
which Dr. Green had noted. They were impressed with the phe- 
nomenon of organizations developing exciting new patterns of coopera- 
tion within their own memberships and at the same time lacking the 
recognition that the same approach should govern their relationships 
to other agencies and organizations. 

Policy statements of many national voluntary health associations in- 
dicate a definite awareness of the importance of consulting and joining 
forces with other organizations. Many of them carry lists of other health 
organizations with which they consider they have close working rela- 
tionships. However, these are usually unilateral declarations of intent 
promulgated by one organization. They are essentially self-directives 
with litde evidence of mutual understandings or actual operational ac- 
tions. 

Cooperation among voluntary organizations, while not all that 
it could be, has not been entirely lacking. Through the National 
Health Council, the Health Careers Project has made significant con- 
tributions. Regular meetings of the council afford opportunities to sup- 
port other projects to exchange ideas and to be remotivated to work 
with other agencies. 

There have been some notable cooperative agreements made among 
voluntary organizations. For example, in 1950, the National Society for 
Crippled Children and Adults and the United Cerebral Palsy Associa- 
tion formalized an arrangement to share statistics and to respect and 
honor the fund raising dates of the other agency. In 1962, the National 
Association for Mental Health and the National Association for Re- 
tarded Children moved forward by entering into and jointly issuing a 
memorandum of understanding. The soven agency committee has, for 
the past five years, regularly brought together seven large national 
health organizations for purposes of coordinating and sharing informa- 
tion. The National Health Council has been effective in promoting 
cooperation in several important areas. 

Cooperation has been effected, at least in token measure, in legislation 
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efforts, in working out formats of operations with federal agencies, re- 
search, fact finding activities, developing technical standards, uniform 
accounting, information exchange, training and staff development, re- 
cruitment, and demarcation of operating boundaries. An excellent proj- 
ect on the elimination of architectural barriers, in which the National 
Society for Crippled Children, and Adults took the leadership, but in 
which many organizations ccoperated, has been completed. 

There has been some cooperation in fund raising and in setting stand- 
ards for fund raising. The united fund approach has shown promise in 
many communities, although in some places there have been illustra- 
tions of how a good idea can be unexpectedly hazardous to the basic 
reason for existence of voluntary agencies. United fund councils or 
similar echelons have often undertaken to direct in too great detail the 
operations of cooperating agencies. They have been guilty of stifling 
the all important initiative of agencies and subjugating them to an un- 
necessary and inadequate master control mechanism. 

There have been numerous complaints that the basic purpose of a 
united fund has been to serve those in the community who wish to keep 
contiibutions limited rather than to serve the ultimate clientele — the 
beneficiaries of the funds. In many united funds, increases in year to 
year allocations tend to be imiform, and uniformly inadequate to meet 
new program demands. Agencies with expanding missions and leader- 
ship adequate to their tasks are thus equated with agencies with static 
programs or unimaginative leadership. Agencies are often, by the terms 
of their agreements with united funds, barred from accepting con- 
tributions directly from donors. 

The experience that some agencies have had with united funds 
should not generate a resistance to all forms of cooperation, including 
cooperation in fund raising. It only emphasizes the necessity for dear 
definition of goals, of expectations, and of functions and roles in co- 
operative arrangements. Cooperative fund raising should not be per- 
mitted to inhibit the unique and essential contributions that volun- 
tary agendes can make — ^keeping service and research programs dynam- 
ic and filling gaps that tradition-and-restriction-bound entities cannot 
or do not fill. 

The social and environmental problems affecting children and youth 
are so complex that agendes must cooperate if these problems are to be 
dealt with effectively. Voluntary rgencies are needed to bridge gaps 
which so rapidly develop in our dynamic sodety. No single agency can 
stand alone to face the many tasks presented. The clientele to be served 
need help in adjusting to and accommodating such vital conditions as: 
(a) urban sprawl — ^which leaves the individual with no ndghborhood 
and no community cohesiveness and is a strong anonymity produdng 
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force; (b) greater mobility — ^which isolates the family and the individ- 
ual from the stabilizing influences of home and friends; (c) automa- 
tion — ^which forces job and skill changing at developmental stages not 
convenient to the family or the worker; (d) low income— -which still is 
an acute and chronic problem for millions of people and generates 
need for help in education, health, housing, welfare, wage standards, 
and employment; (e) the spread of government services — ^which re- 
quires better interpretation of the roles of voluntary agencies and pro- 
grams. 

It would be naive for the management of any voluntary organization 
to proceed into such a maelstrom of problems without structuring the 
best strategic situation possible. As in any struggle, intense attention 
should be given to the allied forces that can be mobilized on all sides of 
the front to be attacked. Use should be made of the most modem techni- 
cal equipment and practices, such as computers, standardized labeling, 
frequent re-evaluation of mission and the mission of those in the same 
or contiguous fields. Obviously this requires cooperation of a high and 
continuing order. 

Voluntary agencies have problems of defining their purposes, of 
maintaining quality programs, of structuring their operating machin- 
ery, and of financing. They have little or no control over many of the 
important factors and conditions they must take into account in solv- 
ing these problems. It behooves them, therefore, to exploit fully those 
factors which they can control: frequent re-examination of programs, 
purposes, and structure; efficient alignment of internal organization 
and cooperation with other agencies. Attention to these things can 
generate strength to meet the demands that the uncontrollable factors 
generate: competition for funds, growth of government into non- 
governmental fields of service, changing community stmetures, chang- 
ing attitudes towards people and their disabilities. 



Necessary Prerequisites to Effective Coordination 

It is most important in establishing cooperative arrangements that or- 
ganizations and agencies clearly define their individual objectives and 
goals and the objectives and goals they hope to achieve through work- 
ing together. Goal defining begets planning and planning leads to ac- 
tion. It is suggested that the basic goal should be services to people — 
to disabled children and youth. It is sometimes too easy to let the or- 
ganization and its needs become the dominant consideration. This is 
not to imply that oiganizational or agency strength is incompatible 
with an effective service program. Quite the opposite is true. It does take 
stability of organization to undergird a service program of optimiun 




8 



strength. However, the focus should be on the child and his problems 
that need to be solved rather than on the organizations themselves. 

Certain other factors need consideration when attempting coopera- 
tive programs. An agency must not be required to give up too much in 
order to become a member of a team. The arrangement made should 
be one that promotes continuing satisfactions and a resolution to main- 
tain the arrangement 

Not only should cooperative agreements avoid excessive sacrifice on 
the part of any one agency, but there should normally be a quid pro quo 
situation. Cooperation will persist as a desirable practice if a mutually 
beneficial relationship can be developed. 

In planning for cooperative action at any level there should be as- 
surance that the goals and the actions are approved at all levels. The 
full range of the organization should be willing to implement the 
plans. For example, the NARC-NAMH memorandum makes no men- 
tion of any commitment at the lower and operating levels. If the con- 
templated cooperation does not take place there, the agreement could 
be useless. 

Planning, coordination, and cooperation bring results just from the 
experience they provide. First of all, it can be expected that these ex- 
periences will generate still more planning, coordination, and coopera- 
tion. Second, some elements within the organization will almost cer- 
tainly be disappointed in the results. This is because some might antic- 
ipate greater efficiency of operation while others might look for a bet- 
ter quality of program. A joint arrangement might produce some of 
both but usually not enough to satisfy all who have expectations. 
Third, a whole new set of problems will be developed just because 
there is joint planning, coordination, and cooperation. 

Great categories of problems are needing cooperative action by or- 
ganizations serving disabled children and youth. The whole broad 
problem of disability (physical, psychological, educational, vocational) 
in our culture is likely to be best attacked through working with dis- 
abled children. The solution will not be found in health practices alone. 
Public education and public welfare probably have the dominant re- 
sponsibility. There is a need to find the best combinations of effort 
among health, education, and welfare and between public and volun- 
tary agencies in those areas. 

Another category of problems pressing for solution is the shortage 
of professional and leadership personnel. Bold new solutions should 
be found and tried. Communications among the professions and be- 
tween the professions and the public concerning Usability, social re- 
sponsibility, etc, are in great need of improvement Oiu practices and 
our techniques for reaching common understandings are still primi- 
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live. Too often the confusion results in people of basic good will strug- 
gling against each other rather than against the evils they wish to erad- 
icate. Voluntary efEort in our society is a great and beneficent force. 
It should be mad • free of the handicapping conditions of noncoopera- 
tion and noncoordination. Intelligent, devoted people in the voluntary 
movement should move a^essively to establish conditions in which 
the full force of the good that people intend shall be brought to bear 
on the problems they are dedicated to solve. 



GUIDELINES FOR ACTION 

1. The full range of a child’s needs and potential should have the focus 
of attention. The immediate problem should be evaluated by each or- 
ganization concerned with that child in relation to his physical, psy- 
chological, social, familial, and vocational characteristics, potentials, 
and needs. 

2. Joint understandings should be delineated between voluntary 
agencies and/or governmental agencies. 

3. Each organization should clearly define its individual objectives, 
role, and goals in any joint cooperative arrangement 

4. Cooperation should be mutually beneficial. No one agency should 
have to sacrifice too much to cooperate with others. 

5. Cooperation planned at loc^, state, or national level should have 
assurance that the agreements and goals are approved and will be sup- 
ported at all levels. 

6. Voluntary organizations should give priority to cooperative acdon 
in: (a) establishing optimum working relationships among health, 
education, and welfare agencies, and between governmental and vol- 
untary agencies in those areas; (b) solving the crucial problem of the 
shortage of professional and leadership persoimel to serve handicap- 
ped children and youth; and (c) improving professional and public 
understanding of disability and society’s responsibility for its allevia- 
tion. 

7. Voluntary organizations should be encouraged to cooperate in 
filling in the gaps in services to handicapped children and youth which 
will continue to develop in a dynamic society. 

8. Re-examination of programs, purposes, internal structure, and 
cooperative arrangements should occur frequendy and systematically 
and preparations should be made to effect changes as indicated. 

9. The need and obligation to remain flexible and able to make 
changes to meet newly revealed demands while fulfilling basic missions 
should be protected by any organization when entering into coopera- 
tive arrangements, such as fund raising. 

10 
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Federal Programs for Handicapped 
Children and Youth 



There are many programs and. activities of the federal government 
which are concerned with handicapped children and youth. They are 
mainly in the Department of Health, Education, and Welfare, although 
some are to be found in the Department of Labor and in the Veterans 
Administration. In this report a brief summary is presented of ^e pro- 
grams either directed or supported by the Division of Handicapped 
Children and Youth of the US Office of Education, the Children’s Bu- 
reau, and the Vocational Rehabilitation Administration— all in the 
Department of Health, Education, and Welfare. 

The education of exceptional children is a part of the total program 
of American education. In the US Office of Education, the newly cre- 
ated Division of Handicapped Children and Youth will serve as the 
central place for administering training and research funds, for collect- 
ing and disseminating information, for consultation, for the conduct 
of studies, and for related services that affect the education of mndi- 
capped children who have unusual educational needs. These needs 
might result from physical, sensory, or psychological limitations, from 
me ntal retardation, or from serious social or emotional maladjustment. 
The Children’s Bureau of the Department of Health, Education, and 
Welfare is concerned mainly with the medical needs of children and 
youth. This can include social and emotional simations that might 
affect optimal recovery from other health conditions. The bureau can 
also participate in programs to minimize emotional and social dis- 
ability. 

The Vocational Rehabilitation Administration may give support to 
programs involving medical diagnosis, reduction of disability, counsel- 
ing, or training and job placement. These activities are directed mainly 
to those youths who are old enough to be candidates for the work force 
and whose physical or psychological impairments are such as to require 
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special services to make them optimally employable. Some support is 
also given to the prevention of vocational problems, as indicated by the 
support VRA has given to 41 occupational training centers for the 
mentally retarded and to seven public school dropout programs. 

Obviously, there are opportunities for coordination among these 
agencies. The service operations in which they participate or to which 
they give support are generally controlled at the state or community 
level; but in making policy, collecting and analyzing data, disseminating 
information, making grants to programs and projects, preparing legis- 
lation, etc., there is mucli to be gained by working cooperatively. 

The general responsibility for the education of the nation’s children 
and youth resides in the states and local communities. However, there 
are certain unique functions that can best be performed by some gen- 
eral agency sudi as the federal government This was recognized as 
early as 1867 when the US Office of Education was established by a con- 
gressional act “. . . for the purpose of collecting such statistics and facts 
as shall show the condition and progress of education in the several 
states and territories and of diflEusing such information respecting the 
systems, and methods of teaching as shall aid the people of the United 
States in the establishment and maintenance of efficient school systems, 
and otherwise promote the cause of education throughout the coun- 
try.” Later acts provided more specifically for activities affecting the 
education of exceptional children. 

The Division of Handicapped Children and Youth works main- 
ly through state departments of education, colleges and universities 
that prepare special education teachers, national organizations con- 
cerned with handicapped, and other federal agencies, including other 
units within the Office of Education. 

The division has three major activities involved in administering 
federal laws relating to handicapped children and youth: (a) allocat- 
ing grants-in-aid for research and for training special education per- 
sonnel; (b) rendering consultative service; and (c) collecting and dis- 
seminating pertinent information. 

Probably no more than 25 percent of the nation’s children who need 
special education are now getting it, although the number doubled be- 
tween 1948 and 1958. The division relates such information to the 
number of qualified teachers available to teach handicapped children 
and the extent to which colleges and universities are training more 
teachers so that more of these children may receive the special educa- 
tion services that they need. Other critical issues such as state laws, 
financial aids, and certification r quirements are also studied and re- 
ported. The division identifies the most crucial gaps and die most crit- 
ical issues in special education and undertakes to communicate these 
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in the way most likely to promote corrective action. Good practices that 
might have general application are also publicized. It has been esti- 
mated that almost 50,000 additional special class teachers are needed 
for mentally retarded children alone, if all these children are to have 
access to a suitable education program. Under its grant programs to 
ease the teacher shortage, the division is emphasizing the training of 
promising persons who will assume the leadership of training others 
to become competent in special education or to take supervisory posi- 
tions in special education programs. The division also provides funds 
for the training of classroom teachers, makes studies of standards in the 
preparation of special education teachers and distributes publications 
that report these studies. Opinion surveys are made among leaders and 
teachers to reveal developing trends in opinions and objectives. 
Through direct studies and grants the Ofl&ce of Education collects, ana- 
lyzes, prepares for publication, and disseminates information on all 
areas of special education. 

In addition to the research grants provided through the Division of 
Handicapped Children and Youth, the Cooperative Research Branch 
of the Office of Education has financed about one hundred research 
projects directly or indirecdy related to handicapped children. 

The Children’s Bureau makes grants-in-aid to state administered 
medical care programs financed by additional funds from state and 
local sources. The grants are made so that each state may extend and 
improve its services for locating crippled children (especially in rural 
areas and in areas suffering firom severe economic distress); for provid- 
ing medical, surgical, corrective, and other services and care; for pro- 
viding facilities for diagnosis, hospitalization, and aftercare for children 
who are crippled or conditions that might lead to crippling. In 
making grants, special weighting is given to states with low per capita 
incomes. Rural child populations are also given special weighting. 
These result in variable matching of funds. 

Up to 121/2 percent of the federal appropriation available to the Chil- 
dren’s Bureau is reserved for grants to state agencies and institutions of 
higher learning for projects contributing to the advancement of services 
for crippled children. The grants from the Children’s Bureau may be 
made only if the state submits an acceptable state plan for crippled 
children’s services. The plan must meet certain specifications, including: 
financial participation by the state, cooperation with the medical, 
health, nursing welfare groups and organizations, and with any agency 
in the state charged with athninistering the state’s laws for vocational 
rehabilitation. The services may include case finding, prevention, and 
treatment They may also provide for attention to social and emotional 
situations which might affect recovery. Prevention may include not only 
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prevention of the om>et of crippling conditions, but also services iJhat 
are needed to mitigate crippling and emotional and sociaJi disability. 

The state agencies that qualify for grants-in-aid from the Children’s 
Bureau hold clinics at various intervals and in various locations within 
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and arrangements are made for hospitalization, appliances, etc., as in- 
dicated. Working with the physicians at the clinics are public health 
nurses, medical social workers, physical therapists, speech and hearing 
specialists, nutritionists. Diagnosis is freely available but consideration 
is give/i to the family’s ability to pay for prescribed treatment and hos- 
pitalization. In 1962, the crippled children’s program reached 335,- 
000 children. This is 49 out of each 10,000 of population under the age 
of 23. The range among the states was from 15 to 124 for each 10,000. 
The incidence was highest among the states with the lowest per capita 
income levels. 

Less than 50 percent of the patients have presented orthopedic prob- 
lems. Since 1950 there has been a 595 percent inaease in epilepsy cases 
accommodated in the program. There has been a 94 percent increase in 
congenital malformation cases and a 450 percent increase in patients 
with congenital heart disease. There has been over a 100 percent in- 
'crease in those with hearing problems. These increases can be traced 
largely to the work that has been done by various categorical impair- 
ment, voluntary organizations. Possibly it also might be the result, in 
part, of better communication among professional specialists. There 
has been a significant decrease in number and duration of hospitaliza- 
tions and an increase in outpatient activities in the program. In some 
states specific definitions exclude children from the program with such 
disorders as epilepsy, strabismus, loss of hearing. 

A number of developments which may be expected in the future for 
the crippled children’s program are; 

1. It will probably grow in size. With five and a half-million births 
each year expected by 1970 the program should reach over 600,000 
children a year just to maintain the current ratio. 

2. There will be a closer tie with maternal and child health services. 
This need is emphasized by the fact that there are 30,000 babies bom 
each year who have congenital heart disorders. 

3. There will be a broadening of the definition of the term “crip- 
pling” in many states. 

4. The program will be extended to urban areas. The assumption 
that the need is greater in rural areas does not lessen the need in the 
centers of population. 

5. There will be an increase in the development of outpatient centers 
for children. 
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6. There will be an increasing utilization of psydiiatric services so 
that more attention can be given to the social and emotional aspects of 
disability and illness and to functional disorders. 

7. There will be more emphasis on multidisciplinary services and on 
closer coordination with teaching and research. 

8. There will be closer ties with special education and vocational 
rehabilitation programs. 

The vocational rehabilitation program in which the Vocational Re- 
habilitation Administration participates is often referred to as a state- 
federal program. This program was initiated in 1923 but went tlirough 
some major developments under federal statutes passed in 1943 and 
1954. Under the program the state agencies provide services directly to 
disabled persons. The Vocational Rehabilitation Administration has 
responsibility for supervising, surveying, setting standards, and n iking 
grants for the operation of the state program. The state agenc :hat is 
responsible is usually a division of the state’s department of education, 
although some states have set up independent commissions to conduct 
the program. In 36 states there are separate agencies for the rehabilita- 
tion of blind persons. These agencies are often a division of the states’ 
public welfare departments. All of the 50 states, as well as Puerto Rico, 
the District of Columbia, Guam, and the Virgin Islands operate voca- 
tional rehabilitation progJ.ams under staite-federal arrangement. 

Prior to Public Law 565, (tlie Vocational Rehabilitation Act of 1954) 
the program provided for: (a) medical services to eliminate or reduce 
disability; (b) prosthetic devices needed to inaease employability; and 
(c) counseling, training, placement and followup. Public Law 565 was 
an extension of previous legislation but it broadened the scope of that 
legislation by authorizing some sweeping changes in fiscal, professional, 
and technical aspects of the program. 

1. The nev 7 act provided for federal participation in a broadened 
program and prescribed a formula for matching the funds appropri- 
ated by the states. This formula permits allocating proportionally great- 
er amounts to states with small financial resources than to states with 
larger resources. The average participation is about three federal dol- 
lars for each two dollars contributed by the states. 

2. Extension and improvement grants to states were authorized to 
permit state agencies to develop new aspects of their work and to ex- 
tend them to disability groups and to geographical areas not previously 
adequately served. 

3. Grants to states or to nongovernmental, nonprofit agencies were 
authorized for the support, of research and demonstration projects. 

4. To stimulate the trairdng of more professional personnel in voca- 
tional rehabilitation, grants were authorized to qualified education- 
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al institutions for setting up programs of professional training and to 
qualified students who were interested in pursuing such training. 

5. The act provided funds, to be used in combination with state 
funds, for the enlargement or alteration of rehabilitation centers and 
workshops to permit greater capacity for serving rehabilitation clients. 

6. The law also authorized the establishment and operation of re- 
habilitation programs at the city or county level, to which federal and 
state funds could be allocated. Such programs are to be under the gen- 
eral direction of the state vocational rehabilitation agency. 

Public Law 565 required that each state and federal employment 
service office designate at least one staff member to give special job 
counseling and placement assistance to disabled persons. It also in- 
creased the appropriation for the President’s Committee on Employ- 
ment of the Handicapped so that it could carry on (with afiffiiated 
governors’ committees in the various states) a more aggressive educa- 
tional and promotional campaign for the employment of disabled per- 
sons. 

Under the state-federal program of vocational rehabilitation a state 
plan is required as a base for the agreement between the state and the 
Vocational Rehabilitation Administration. The plan must describe the 
state’s authority, organization, regulations, policies, and operations 
with respect to vocational rehabilitation. These several state plans and 
their implementation are significant aspects of the services available 
for disabled children and youth. In most states vocational rehabilita- 
tion services may be offered to youth as young as age 15 — the age at 
which tliey may legally enter the '»■ jrk force. By close cooperation with 
special education programs, with the programs for crippled children, 
and with other activities concerned with disabled children and youth, 
the vocational rehabilitation program supplies a continuity of service 
that can help young people to realize their optimum potentials. In 
some states these desirable working relationships have been well estab- 
lished. There are nine principal services authorized and provided by 
the Si ate-federal vocational rehabilitation program. They are: 

1. Medical diagnosis and evaluation. 

2. Medical, surgical, psychiatric, and hospital services to remove or 
reduce disability. 

3. Providing prosthesec when indicated. 

4. Vocational counseling and guidance. 

5. Job and adjustment training. 

6. Maintenance and transportation. 

7. Providing tools, equipment, and licenses when needed. 

8. Placement in a suitable job. 

9. Followup to insure the success of the placement. 
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Approximately 3600 workers are employed in the state-federal voca- 
tional rehabilitation program. This is exclusive of the workers in the 
units in the states who rate disability status for the purpose of deter- 
mining eligibility for social security disability payments. These units 
are usually administered by the vocational rehabilitation agencies. 

In 1962 ov 0 r 100 >000 disabled p 0 rsons W 0 rc r 0 bHbilit 2 .t 0 d in this pro 
gram; about one-fifth were under age 21. 
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State InterdeDartmental 

■ ~ 

Cooperation 



The basic documents that founded our republic allocated to the several 
states the major role in providing for the education and welfare of our 
citizens. Transportation and communication being what they were in 
the early history of the country, it was necessary to delegate many of the 
states’ responsibilities to counties, townships, or local districts. These 
political subdivisions still function as the major operating echelons in 
health, education, and welfare. However, changes in taxing preroga- 
tives and tax sources, along with a multitude of other socioeconomic 
and technical developments have made it possible, and sometimes man- 
datory, for state level bureaus and departments to exercise an ever- 
growing influence and participation in meeting the needs of the people 
in their local communities. As this trend continues, it becomes more 
and more important that the various state departments and services 
work in unison in their functioning. Many health, education, and wel- 
fare lines lead directly or indirectly from individuals to state depart- 
ments and bureaus. Failure to coordinate these services can and does 
result in inadequate casework and faulty individual client diagnosis, 
planning, and servicing. Lack of coordination in a state bureaucracy 
is not necessarily indicative of a resistance to the principles of coopera- 
tion and joint action. There is evidence that much of the difficulty can 
and does arise from a need for better definition or description of key 
terms and of the operations where coordination and cooperation would 
be feasible and profitable. This requires a clarification of the meaning 
of such terms as “identification,” “^agnosis,” “evaluation,” and “coun- 
selling.” Is mental retardation an illness? Are delinquents included 
among the handicapped? Care must be taken, however, not to define 
such things as handicapping conditions so rigidly that creative flunking 
is stultified and dogmas established. 

In addition, there is needed a format or philosophical synthesis ap- 
plicable to state level interagency operating. State departments have 
frequently been established with little attention being given to the 
basic theories and principles of state functioning. A law is passed, ap- 
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propriations are made, office space and equipment are provided, per- 
sonnel are hired, regulations are written and a new department is in 
business, or an established department has moved into a new area of 
operation. But the department head and his staff may be so preoccupied 
with their own internal organizational problems, i.e., writing job de- 
scriptions, programing, recruiting and training personnel and house- 
keeping requirements, that there is little time to engage in conferences 
with staffs of established departments to insure efficient articulation of 
the new operations with those already in the field or a closely related 
field. It will be necessary to clarify and evolve theory relating to inter- 
departmental processes and to develop the philosophical synthesis nec- 
essary in understanding the junction of an organization before its struc- 
ture is defined. 

Furthermore, there seem to be too few empirical studies to discover, 
describe, and evaluate various cooperative arrangements that have been 
tried, are being tried, or might be tried. Some empirical studies of 
governmental functioning have been made, but there is a lack of scien- 
tific resources being utilized to organize comparative data around theo- 
ries about the desirability of this type of interdepartmental coopera- 
tion. Among state departmental agencies the opportunities to initiate 
such interrogations are many. These agencies should be guided into 
inquiry concerning effective ways of cooperative functioning. State 
interdepartmental cooperation is frequently inhibited also by the bar- 
riers imposed by existing laws or regulations or policies. Typically, 
new laws are placed on the law books as the result of intensive work by 
persons and organizations interested in having the laws passed. They 
seek to protect the entities and functions to be established by new legis- 
lation, by having excluding provisions incorporated which will allow 
littie or no influence or control except by the bureau, department, or 
division being created. When the implementing regulations are written 
they are also likely to provide further safeguards against interference. 
Over a period of time, policies can be formulated that will further in- 
sulate the operating entity from influences originating outside its own 
structures. Under such conditions interdepartmental cooperation be- 
comes quite difficult. Only the most sensitive and astute leadership can 
succeed in easing these conditions. 

Personality barriers likewise serve as inhibitors of cooperation. Many 
professional people in the various departments (as in voluntary 
agencies) may have had relatively narrow and specialized training, may 
have unique professional and personal aspirations, or may find coordi- 
nating to be a threatening requirement. Professional responsibilities 
are sometimes sacrificed to personal aspirations for power or to ego 
satisfactions. Other barriers to interagency cooperation would include 
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such things as the irfluence of special interest or political g;roups, auto- 
cratic methods of administration and decision making, and the danger 
of administrative demands superseding services. 



i ne Krocess ot coordination 

Beginnings in coordinating state departments are usually made by per- 
sons of initiative and conviction who initiate conversations that later 
lead tc extended dialogue involving many people and agencies and 
this dialogue can be expected to culminate in action. Such beginnings 
in coordination are usually stimulated by discontent over unmet needs. 
Typically, some temporary solutions are provided through structures 
that become more complex as more problems are revealed. Ultimately, 
persons who perceive that organizational and administrative ramifica- 
tions are impeding operations suggest an attack on Parkinson’s Law, 
and dialogue begins — ^hopefully followed by action again. Initial dia- 
logue leads to expanding dialogue and die situations and solutions 
tend to clarify. It would be unfortunate, however, if the continuity of 
discussion and exploration were to stop when the first acdons have 
been taken. Through discussion coordinating groups try to obtain all 
the facts about both the specific and the general problems, and attempt 
to find solutions. 

It is important here to stress the necessity of problem oriented solu- 
tions and the importance of keeping in mind that the function comes 
first and the structure follows, to avoid ending up with a coordinative 
structure but sterile dialogue. Structure should continue to evolve as 
functioning reveals the need for change. A dynamic society in which 
there are new and emerging standards of social responsibility, new and 
developing values, and new economic relationships, makes necessary 
constant review of all programs for children and youth. The leadership 
that is especially concerned with disabled youngsters recognizes that if 
changing from a rural to an urban society, changing from crafts pro- 
duction to automation, changing from a static to a mobile population 
generates problems for children — it generates problems with a double 
depth of intensity for disabled children. It is a function of leadership 
to anticipate the needs emerging from change, to create readiness for 
change, and to insure that the passage from the old to the new is ac- 
complished efficiently. 

It should be accepted that the patterns and theories of cooperation 
and coordination among the states’ departments which offer services 
affecting disabled children and youth will not be uniform from state to 
state. Differences in basic state laws, in administrative structures, in 
staffing patterns, in levels of sophistication and maturity, in traditions. 
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in the demands of those initiating cooperative action, in political com- 
mitments, in the kinds and types of existing resources, etc., will result 
in uniqueness of approaches and results. In most states there is oppor- 
tunity and need to make some progress towards eliminating duplica- 
tion, reducing friction, integrating staffs, and allowing better use of 
technical abilities. Preoccupation with the special problems arising out 
of uniqueness should not be permitted to be a source of frustration and 
a barrier to action in any state. 

The New York State Interdepartmental Health and Hospital Coun- 
cil was formally organized in 1960, replacing the Interdepartmental 
Health Resources Board which had a long history of adaptation to 
unique needs and the function shifting process. This council is com- 
posed of the commissioners of health, social welfare, mental hygiene, 
education, and insurance. It was assigned the following specific duties: 

1. To conduct joint study, planning, and program development concerning 
two or more departments. 

2. To serve as an organi'Jted meditim of exchange of information among 
member agencies. 

3. To consider new aspects of health problems facing the state and to de- 
velop appropriate approaches or recommendations to the governor as indi- 
cated. 

4. To establish a framework for interdepartmental consultation. 

5. To study problems of personnel recruitment and training in health dis- 
ciplines utilized by two or more departments. 

Effective committee operation has included other state departments or 
agencies. The committee on rehabilitation, for example, has effectively 
coordinated the services of eight departments. The New York Council 
as a whole does not operate projects (as did its predecessor), but con- 
centrates on interdepartmental program study, planning, and develop- 
ment. 

Another example of interagency coordination with a long history of 
continuous interaction and dialogue is the Illinois Commission for the 
Handicapped. The membership of this commission is composed of the 
heads of the state departments of mental health, labor, public health, 
public instruction and also nine prominent citizens from the state ap- 
pointed by the governor. There has been little shift in organizational 
structure in the last twenty years and its committee system of operation 
has a good history of accomplishments. This commission recently has 
emphasized support and guidance to the development of services in or 
by the local communities and to working with individual voluntary and 
public agencies which are attempting to develop or upgrade their serv- 
ices for handicapped people. 

Of more recent origin in Pennsylvania, the Governor’s Committee 
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for the Handicapped is composed mainly of members from outside the 
state organization of government. These members are recognized medi- 
cal and special education representatives from the universities or pub- 
lic education. Charged with preparing a comprehensive plan relating 



to both public and pnvate agencies tu scivc as a legislative arid ad- 
ministrative guide for both local and state programs for handicapped 



persons, this committee recommended, in 1962, the creacion of a gover- 
nor’s commission for the handicapped, responsible directly to the gov- 
ernor. 



The California Coordinating Council on Programs for Handicapped 
Children was established in 1961 to meet the need for a single state 
agency to coordinate and plan for services to handicapped people. 
This is a still emerging operation at present. The council is composed 
of tlie directors of education, mental hygiene, public health, and social 
welfare of the state government, with the possibility of adding a fifth 
member — the director of the California Youth Authority. A unique and 
effective aspect of the administration of this council is the staff ergani- 
zation under which each member of the council has a staff representa- 
tive. This staff of highly qualified members of the respective depart- 
ments meets on a monthly basis, acting on recommendations from the 
council’s quarterly meetings. Meeting with the council are representa- 
tives from the governor’s office, the Department of Finance, the Youth 
Authority, and the Health and Welfare Agency. 

There appears to be a trend toward centralizing official state inter- 
agency coordination of services to handicapped people. Increased ac- 
ceptance has evolved giadually and usually after pragmatic experience 
with some type of interagency dialogue, during which one or more of 
the following functions has appeared; 

1. Improving and extending existing statewide services. 

2. Implementing local services to the handicapped. 

3. Preventing costly time lag betwee t discovery and use of medical 
and other knowledge. 

4. Provision of wise and economical use of both public and private 
monies. 

5. Giving major attention to orderly and planned growth in the field 
of progiams and seiTices to handicapped people through recommenda- 
tions to the legislature regarding needed or proposed legislation. 

6. Continuous review of programs and services being offered to phys- 
ically and mentally handicapped people, by both state and local 
agendes. 

7. Influencing federal legislation. 

Councils, commissions, committees, and boards have taken many fo rms , 
included varying department participation, and have worked towards 
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many goals. Generally, the departments of education, welfare, health, 
rehabilitation, corrections, mental health, and labor have been involved. 

In some states there has been an attempt to involve, also, representa- 
tives of voluntary health and welfare agencies. There is some reluctance 
on the part of persons mcperienced in state coordinating actmties to 
include voluntary agencies. They suggest that voluntary agencies 
have a difiEerent basic role in health, education, and welfare from that 
of political departments and bureaus; while the latter should adminis- 
ter tried and proved programs of services, voluntary agencies should 
address themselves to research, demonstration, and creative develop- 
ment. Voluntary agencies, unhampered by the legal safeguards required 
for tax-supported agencies, can be more daring in what they undertake; 
they can exercise more imagination in leadership. To involve volun- 
tary agencies too deeply in the work of state coordinating councils 
would tend to remove them from their vital role of pioneering and ex- 
perimentation in many ways other than administrative. Operationally 
speaking, there has been an increasing awareness of the method of co- 
ordination, and an attention to working relationships, but little prog- 
ress in empirical measurement of the effectiveness of the coordination. 
Lack of staff and lack of funds have been problems common to all of 
these coordinating efforts. 

The importance of a better public concept of the need for funds and 
staff is recognized by agencies that promote services for handicapped 
children and youth. The merits of education are obvious. But educa- 
tion goes beyond formal school organizations, for it becomes the con- 
cern of government at all levels, as well as of private agencies and 
volunteer groups. Some believe that a public information program 
should be carried out cooperatively with government and volunteer 
agencies to inform the public on the magnitude of the problem in per- 
spective, with the large number of specific problems delineated within 
this frame of reference. Since at the present time most information 
emanates from particular groups interested in partiailar programs, it 
may be painful to individual groups to merge their particular objectives 
with those of other groups. A number of pilot projects properly sup- 
ported and staffed could demonstrate how this might be done and 
could be used as models for initiating such projects at the state level 
and even at the federal level. 

Through organized education a beginning has been made in accept- 
ing the idea that the education of handicapped children is a com- 
munity problem. The integration of handicapped children into the 
regular school system is a first step toward coordination of nervices. 
Attitudes are established early, and day by day contact st -he stage 
for all citizens. The school itself, through its ancillary ser\ . „nd con- 



tacts with outside agencies, can make some headway in interagency 
coordination. More needs to be done. In the area of vocational rehabil- 
itation, for example, better coordination needs to be effected between 
the school and the agency which will carry on after the school years. 

At the level of higher education, an effort must be made to allow stu- 
dents to begin to practice with members of related professional grQTipg 
with which they will later come in contact. This requires a broader in- 
terdisciplinary approach to professional training which becomes more 
difficult as the special requirements for each professional discipline be- 
come more extensive and complex. There is too little time in a cur- 
ricalum to “cross train.” Professional specialists lose the skill of cross 
communication; they develop specialized techniques and limited goals. 
If they bring these limitations to the planning and the implementa- 
tion projects, they often fail to see the broad implications and require- 
ments of the cooperative effort, and they become inhibitors rather than 
facilitators. Some colleges and universities are making attempts to pro- 
vide more interdisciplinary experiences and their attempts should re- 
sult in better trained people who in turn will be better able to solve 
problems of coordination. 

There is much to be gained from a mechanism for interagency co- 
ordination on a state level. It can establish an organized procedure for 
the exchange of knowledge and services that each agency has to offer; 
it can facilitate communication among agencies; it «Uo;ivs for a global 
approach to study and research by permitting an exchange of informa- 
tion that may ordinarily have elements of restrictive confidentiality; it 
enables initial participation of all agencies in planning solutions to 
specific problems; it can aid in coordinating agency efforts and pro- 
gprams of mutual interest; it can reduce overlapping, fragmentation, 
and duplication of department services and activities; and most im- 
portant, it can help to provide some measure of assurance that compre- 
hensive services will be made available to disabled persons through 
joint and cooperative efforts. Many barriers inhibit the successful utili- 
zation of this approach, but some attempts have been made. With the 
derivation of empirical data, the establishment of workable theoretical 
bases, ongoing dialogue, and a desire to articulate and coordinate serv- 
ices, much may be accomplished. 

GUIDELINES FOR ACTION 

1. Empirical studies should be made to discover, describe, and evaluate 
various cooperative arrangements among departments at state levels 
that have been tried, are being tried, or might be tried. Uniqueness in 
structure and function in relation to the specific needs each is trying to 
fulfill should be accepted. 
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2. Certain philosophical and theoretical bases should be established 
such as the following: 

^ Operational definitions of terms and functions such as cooperation, co- 
ordination, and teamwork among state agencies should be clearly stated* 

• A state interagency coordinating council should originate as an outgrowth 
of agency needs and desires to coordinate programs and services so as to 
provide better for disabled persons. 

• Purposes and goals should be clearly defined. The structure of the organ- 
ization should be provided in response to functional needs. 

• The interaction should be one of cooperation, not that of an authoritarian 
superstructure. 

3. The process of cooperation should be recognized to include: 

*' A continuing free flow of dialogue between, and among members. 

• A recognition of unmet needs and the purposes for establishing or contin- 
uing the state interagency coordinating council. 

• Ongoing development, possibly of a slow maturing nature. 

• Discussion, leading to action. 

• Safeguards against special interest or political groups taking control. 

• Movement from imm ediate self-concern of individual departments to co- 
operative concern for the needs of disabled people. 

4. In the actual administration of state interagency coordinating 
councils, the following points should come under consideration: 

• Basic and long range planning, setting of priorities, and agreement on 
im plementation schedules should be accomplished before organizational 
structures are adopted. 

• The state interagency coordinating council should be established as a re- 
sult of official action— either by the legislature or by executive order— speci- 
fying purpose, structure, responsibilities, and membership. 

• The council should be composed of high echelon executives of those agen- 
cies having direct concern with the purpose of the council, allowance being 
madp for changing composition with divulging needs. 

• There should be a close working relationship with the governor’s office, 
with reports and recommendations channeled directly to that office. 

• There should be a full time, permanent, independent-of-departments staff, 
which is capable of assembling, analyzing, and interpreting data; organiz- 
ing and assisting with studies; performing general staff duties; maintaining 
general council continuity. 

• Channels for communication with voluntary and community agencies 
should be kept open, with citizens’ advisory committees to provide infor- 
mation on community needs and program evaluation. 

• A dmi nistrative needs should not stipersede service. 

• The goals, functions, and responsibilities of each member agency should 
be clearly defined and understood at all echelons of staff. 

5. Certain personal qualifications are necessary for the smootli func- 
tioning of a state interagency coordinating council. 
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Maturity, personal security, and sensitivity are necessary so that the mem- 
bers will not threaten or be threatened by other representatives, and so 
that the best interests of the disabled clientele will be met through im- 
partial and objective action. 

There must be a sincere desire to interdepartmentalize. 

The representatives on the council should have extensive backgrounds in 
government organization with expertness in at least one of the department 
fields. 

An interdisciplinary background is to be desired in each member. 

There should be nonauthoritarian but stimulating leadership. 
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Coordinating Services at 
The Intermediate Level 



Advantages can be demonstrated in coordinating available services at 
all levels of planning, direction, and operation. '^/Vhile the features of 
the activities of coordination might be difiEerent at various levels, and 
while the services to be coordinated might be different, the purposes of 
coordination remain essentially constant. These purposes include the 
more effective uses of money, skills, and facilities to the end that the 
clientele will be more effectively served. If the pattern and expectation 
of coordinating is set at national, state, or regional levels, there is a 
higher probability that services will be coordinated and related to each 
other in the local community where the patients and clients are. 

As the operating level is approached, however, coordination be- 
comes more difficult and demands greater leadership skills. The 
nearer the planning, development, and direction are to the operations, 
the more specific the problems and requirements become — the more 
apparent the personal, professional, and program differences become. 
The abstractions formulated and accepted at national or state levels 
are not as readily understood and accommodated in operations. At the 
operating level the moment of truth must be faced; theories, principles, 
and statements of intention are tested. This problem is heightened by 
the fact that the local operators have usually not participated in the 
formulation of the principles. Communications difficulties, differences 
in background of personnel, geographic and demographic peculiarities 
tend to amend, dilute, or make difficult the application of intentions 
agreed upon at national and state levels. The realities of indifference, 
ignorance, suspicion, insecurity, and resistance are probably more 
acutely encountered and in greater profusion where the actual opera- 
tions take place. In many areas, services to handicapped children and 
youth can be made more effective if a coordinating entity is provided 
at what might be called the “intermediate” level. This would be be- 
tween the local community and the statewide levels. Intermediate 
organizations can take many forms. They might cover a number of 
counties, or perhaps a single large county, a number of school dis- 
tricts, or a number of towns, villages, or suburbs. They can involve 
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varying combinations of agencies. These communities might be defi- 
nitely rural or they might be parts of a large metropolitan center. The 
already established resources might be many or they might be very 
limited. The purpose of such units is to plan, develop, supervise and, 
in some instances, provide services for disabled children and youth 
who are otherwise not likely to develop effectively and efficiently. 

The lack of uniformity of population distribr.ion has created un- 
equal facilities for differing parts of the countr /. In widely dispersed 
populatior there may be too low an incidence jf certain types of hand- 
icapping conditions to warrant services. It h iS always been difficult to 
provide adequate and suitable services tc rural children. Resources 
within reasonable distances can frequently be found in large cities and 
their surrounding suburbs, although ev( in these locations much is 
lost when these resources are not coordi ii.ed and integrated. In rural 
areas, however, the distances, the probL ms of communication and ed- 
ucation, the dynamics of population movement, the lack of capacity 
to attract professional specialists, all e nphasize the need for coordi- 
nating the services that are or should b j available for disabled children 
and their families in those areas. The^e same areas, however, often have 
exaggerated — though geographically scattered — needs greater than 
those in the city. Out-migration has tended to drain away from dis- 
tressed areas those whose vigor and leadership capacities are most need- 
ed to help solve the problems they leave behind them. Large propor- 
tions of the expansion in the nonagricultural labor force in recent 
years has been supplied by recruitment from low-income rural areas. 
Children too young or youths too handicapped to move to big-city jobs 
tend to stay behind with those too old to migrate. This increases the 
acuteness of the service needs in those areas. 

It can probably be shown that the prevalence rates of disabilities 
among rural children are higher than among nonrural children. This 
might be expected bee. je of the lack of corrective therapies in rural 
areas and the inability or unwillingness of families who are burdened 
with low income, ignorance, or with a disabled child to join in the 
migration to a metropolitan environment with its risks and unknown 
conditions. Therefore, unless existing resources can be more efficient- 
ly coordinated, new professional talent attracted, better communica- 
tion and treatment established, the problems of handicapped rural 
children are likely to remain chronic. Nearly half of the children in 
the rural areas today will move to the cities tomorrow. Then they, 
their habits, their health, social, educational, and vocational problems 
become the concern of the cities that adopt them. Attitudes and con- 
ditions in rural '^r^tricts, bred in neglect and ignorance, will help to 
snape the medical, social, educational and economic conditions of 
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these cities which, themselves, still have far to go before all the needs 
of their disabled children and their families are met. 

The supplying of more and better trained professional personnel 
compared to the total population has not automatically raised the level 
of services to rural communities. On the contrary, it can be shown that 
in many areas the professional resources available to farm and village 
families have decreased in recent years. Thinning rural populations 
and chronic economic distress in many agricultural areas have been 
factors making it difficult to attract professional persons into those 
areas. The inteir ediate type-or organization is one well adapted to 
bringing better professional services to rural areas. It is well suited to 
efEect coordination of such existing agencies and programs as might 
have been developed under various sponsorships. It can help to define 
the appropriate roles for schools, welfare office.., voluntary agencies, 
professional specialists, and families and individuals. It can promote a 
wider range and a more consistent continuum of services so often lack- 
ing when there is no coordinating medium. 

In a study conducted in Minnesota in 1959,* the following was re- 
ported with respect to children and adults with cerebral palsy: 

1. Only 34 percent of the patients living in rural areas, compared 
with 46 percent of those in urban areas, were under the care of a qual- 
ified specialist. 

2. There were one and one-haK times as many orthopedists and in- 
ternists, twice as many opthalmologists and otologists, and three times 
as many pediatricians and neurosurgeons providing medical care to 
patients in urban areas as in rural areas. 

3. A much lower percentage of rural patients had ever been seen at 
any time by an orthopedist, an opthalmologist, an otologist or audiol- 
ogist. 

4. Twenty-three percent of the rural patients had never received 
any therapy service (physical, occupational, speech), while only I., 
percent of the urban patients had been without such service. 

5. Much higher percentages of rural children than urban children 
of school age were not in school, were attending nonspecialized class- 
es, or were on home instruction. 

6. Among the rural adult patients, 38 percent had never attended 
school (23 percent in the urban group); 78 percent had not complet- 
ed high school (63 percent in the urban group). 

7. About half as many of the rural patients had received seme voca- 
tional assistance, as had the urban patients. 



• Wallace, H. M., Meinert, C. L., and Englund, P. J. A Study of Cerebral Palsy. 
United Cerebral Palsy of Minnesota, St. Paul, Mianesota, 1962, 158 pages. 



8. Only half as many of the rural group had ever been employed. 
These data indicate that persons disabled by cerebral palsy are relative- 
ly less likely to receive needed services if they live in rural areas. 

In some federal legislative provisions it has been recognized that 
handicapped rural children and their families are in a disadvantaged 
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children in rural areas is prescribed so that these areas will receive pro- 
portionately more federal funds for maternal and child health and for 
crippled children services. However, this legislative arrangement has 
not resulted in fully correcting the disadvantaged situation of these 
children and their families. Lack of coordination be. yeen and among 
agencies, the proliferation of voluntary agencies, and their lack of co- 
ordination, the lack of coterminous regions for servicing the state, lack 
of funds, lack of equally distributed caseloads, and the lack of well- 
trained personnel all contribute to problems, many of which could be 
ameliorated by an intermediate level agency to coordinate planning, 
staffing, and servicing. 

There is need to think creatively about roles and responsibilities if 
adequate services are to be developed for handicapped persons. Roles 
can, do, and should change. A generation ago schools faced the prob- 
lems of school lunches, recreation activities and library services. The 
schools’ responsibilities in these areas have today become quite clear 
and well established. At the present time bits and pieces of programs 
for handicapped children are developing under many sponsors and 
many motivations, but coordination of these programs and clarity and 
conviction as to long range responsibilities are often lacking. Leader- 
ship is needed to encourage the matching of agency capabilities to 
agency roles in order to carry forward a complex of programs to the 
higher levels of responsibility and service that are now practically pos- 
sible. Coordination and supplementation of fractional programs are 
needed, not because those programs were individually poorly con- 
ceived or poorly delivered, but because they are not related to the full 
range of needs, and a balanced service program is not achieved. Un- 
coordinated activities in a community or geographic area leave the com- 
munity or area unprepared to adapt to changing concepts and condi- 
tions, leave low incidence needs unmet, waste leadership, professional 
talent and other resources. Attempts should be made to list the types of 
services that effectively can be retained at the local community level, es- 
tablished at the intermediate level, or held at the state level. Any list of 
functions that is intended to indicate which ones would be best offered 
or controlled at the various possible levels of operations must be pre- 
sented as very tentative. Local practices and traditions can make great 
differences in such a list. For example, although transportation of pa- 




30 






tients might usually be considered a function to be controlled in the 
local community, a state medical center might have already established 
a transportation system to bring patients to the center or return 
them to their homes. This state level service might not preclude pro- 
viding transportation at the local level, but at the same time it should 
not be eliminated merely because it does not fit what might be con- 
sidered a normal format. When a service or resource is already estab- 
lished and operating in a community it should be preserved and in- 
tegrated with the other services and resources contemplated in order 
to complete a full range of services. 

The following table suggests some distribution of services among 
the local, intermediate and state levels. 



TABLE 1 

Suggested Locaiicn of Comprehensive Preventive and Rehabilitative 
Services for Handicapped Children and Youth 



Local 

Maternity and newborn 
care (preconceptional, 
prenatal, intro- and post- 
partum, neonatal) 

General health supervi- 
sion and care: physicians, 
dentists, PR nurses, well- 
child conferences, schools, 
etc. 

Case finding 
Counseling and referral 
services 



Education in regular class 
or in special class for the 
more prevalent types of 
handicaps. 

Therapy services 

Day care 

Welfare assistance 

Recreation 
Homemaker services 

Foster homes 



Intermediate 

Consultation by qualified 
obstetricians and pedia- 
tricians 

Consultative and super- 
visory staff 



Regional teams for special 
diagnostic and rehabilita- 
tion services, specialized 
surgery 

Education in special 
classes or special schools 

Supervision of therapy 
services, some direct 
services provided 

Supervision of welfare 
programs 
Consultation 
Supervision of home- 
maker services 
Temporary foster homes 
to be near diagnostic and 
rehabilitation services 



State 

Standard setting hospital 
consultation, evaluation 

Standard setting, evalua- 
tion 



Standard setting, consul- 
tation, financial aid 



Standard consultation, 
financial aid 



Standards, consultation 



Standards, consultation 

Standards, consultation, 
financial aid 

Standards, consultation, 
financial aid 
Standards, consultation, 
financial aid 
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Local 
Transportation 
Vocational counseling 

Prevention primary and 
secondary 



Public education 
Parent groups 
Local council or com- 
mittee 

Vocational information 
and counseling of poten- 
tial professional students 
Cooperation with re- 
search 



Table 1 ConL 

Intermediate 



Vocational services in- 


shops 

Prevention-secondary 

Other specialized services 
furnishing, fitting, and 
training in prosthesis — 
specialized laboratory 
(PKU, Rh, genetics, etc.) 
Consultation, supervision 
Parent organizations 
Regional council or com- 
mittee 

Recruitment and training 
of personnel 

Research 



State 

Standards, consultation, 
financial aid 
Standards, consultation, 

fin ancial aiH 

Consultation 

Consultation 



State wide planning 
Parent organizations 
State council or com- 
mittee 

Planning training of per- 
sonnel 

Research 



There are some steps of an admi' trative or structural nature which 
should he emphasized if intermediate units are to he established and 
mai',. dined successfully. Top level, state planning is required if inter- 
mediaie units are to develop adequately. The departments of state 
government that have responsibility for the programs should be well 
coordinated at the state level. They should cooperatively plan, seek 
legislation, set policy, and direct research related to intermediate units 
and their functions. They should cooperatively study the needs of and 
give supervision to these units. National and state actions can promote 
and sometimes are essential to the establishment of certain intermediate 
level resources. National oiganizations and federal bureaus should af- 
firm positive policies encouraging coordinating operations. Where 
money grants are involved they can be used to encourage or require 
cooperative situations when they are indicated. Often one department 
of a state must take the basic responsibility for the general function- 
ing of an intermediate level center. This suggests a division of the ad- 
ministrative and the technical controls in a multidepartmental entity. 
This is a difficult division to define, to plan, to get accepted, to establish, 
and finally to operate. 

Community planning agencies should establish a statewide consul- 
tation and planning mechanism. Community health and welfare coun- 
cils and similar groups plan private social services for the community 
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and play an important role in many types of service to persons who are 
handicapped. Planning councils are often linked with united fund 
raising agencies and are in a position to influence many voluntary groups 
and to draw influential individuals of the community into their activi- 
ties. A state level mechanism for voluntary planning organizations would 
permit coordination beyond the single community level and would also 
permit joint planning and research activities with the public state de- 
partments. Pilot projects designed for ultimate take-over by public agen- 
cies could be better designed and could be more nearly assured of accept- 
ance by the public department if jointly designed. 

Voluntary agencies, associations of parents of handicapped childrert 
and youth, and similar organizations might well form a state federation 
or council. This would permit easier coordination of plans, legislative 
objectives, service programs, research, and recruitment. Such a federa- 
tion or council could promote coordination with state agency programs 
and would afford opportunity to deal with united community funds 
more efficiently. It could be very effective in cross education among the 
diverse voluntary organizations and could assure better understanding 
of their programs at grass roots level. 

State departments and voluntary organizations with intermediate 
unit structures or responsibilities should form coterminous regions 
and coordinated service programs in those regions. Some progress has 
been made in this respect in such fields as water supply, sanitation, 
sewage disposal, recreation, police services. The needs in health, ed- 
ucation, and welfare are no less urgent; the indication for their re- 
gional coordination is no less clear. If agencies and organizations serv- 
ing a wide range of needs were to offer those services in coterminous 
regions many benefits to confused patients, clients, and parents could 
accrue. Centers of services could more easily be established and pub- 
licized to potential clientele. 

Some state bureaus establish a number of area offices or supervisory 
or service centers. When this is done by several bureaus in a state their 
locations should be such as to permit maximum coordination of the 
various functions thus decentralized. The regions that they serve 
should be coterminous, and the image of these grouped centers should 
be of a comprehensive int^ated unit. Area offices of the state division 
of vocational rehabilitation, mental health centers established by the 
state department of mental health, area supervisory offices of the state 
welfare department could be located in the same town, perhaps in the 
same building where some administrative and receiving services could 
be shared. 

If voluntary agencies have offices, these too could be more effective 
if located in the same town with the offices and centers established by 










i 







33 



the state departments. Groups of communities planning joint sfiirviccs 
should be persuaded to locate them near and relate them to the state 
and voluntary agency offices and centers. These offices should be trade- 
and*transportation-area centered. This will encourage a higher rate of 
use and will cause children ordinarily not being served to find their 



State legislation pertaining to handicapped children and youth 
should he drawn in comprehensive form whenever possible. Legislative 
provisions which have been made for the various types of handicapping 
conditions have usually grown up in a piecemeal fashion. Programs 
supporting public school classes, institutions, services in the home, med- 
ical facilities, financial support, agency services, etc., have each come 



as a particular need was felt or as groups or individuals became vocal 
and active. Usually such legislation followed pressure from a particular 
group interested in a particular problem. Like Topsy, the accumula- 
tion of discrete legislation grew without an overall plan. It became a 
patchwork. But no matter how many patches are applied, some weak 
spots always remain. It requires a comprehensive, omnibus type of leg- 
islation to integrate adequately and give stability to services for handi- 
capped children and youth. 

Furthermore, many children who are handicapped present a number 
of disabilities. Categorical legislation inhibits proper treatment and 
planning for these youngsters. It makes difficult the kind of compre- 
hensive community program planning that would be most effective. 
Comprehensive legislation would make it easier to establish the type 
of intermediate regional units being considered here. It would tend to 
eliminate limitations on needed services and would encourage seeing 
each patient or client as a whole person. 

An equclization principle should be applied in state aids to local 
and intermediate level programs. There is a lack of uniformity among 
communities and regions with respect to economic resources and de- 
velopment. Frequently those regions in greatest need of expensive ser- 
vices are those least able to support them. 

Programs for handicapped children should be administered at inter- 
mediate and local levels. They should not become mere satellite 



state operations. Obviously, the state will need to set mi nimum stand- 
ards, encourage professional development of all staff, and be respon- 
sible for most research and training. But in most aspects, facilities and 
programs developed at local and intermediate levels should be locally 
controlled. 



iLxisiing comrnunity agenctes should attempt to extend their effec- 
tiveness by working with other voluntary and public agencies in the 
geographic areas around them. The total needs of the children of any 
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community are likely to be beyond the capacities of that community, 
and certainly of any one agency in that community, to serve them. All 
resources that are available or might be made available should be in- 
volved. Enlightened leadership in a number of contiguous commu- 
nities is needed to develop and maintain an intermediate supervisory 
and service unit. 

Stable, competent and adequate agency staffs are essential to effective 
coordination and improvement of services. The most important require- 
ment of any successful operation is a staff that is large enough, stable 
enough and well enough trained to deliver the services it is charged 
v/ith giving. Salaries are important to insure meeting this requirement, 
but working conditions, good administration, well-defined programs, 
training and development opportunities are also important. These fac- 
tors should be given primary consideration when a regional unit is 
organized. 

In establishing and operating intermediate units, many very basic 
difficulties must be overcome. They can be overcome only if the moti- 
vations towards the goals are sufficiently strong and if there can be ac- 
ceptance of the premise that only through cooperative action will the 
goals be reached. An intermediate unit may be helpful in circumvent- 
ing many problems of coordination, but it is not a cure-all. Unfortu- 
nately, the professional people who must work with each other have 
usually been trained in curricula that have not stressed multiprofes- 
sional operation. This is a serious defect in current training programs 
and one to which many university leaders are giving serious considera- 
tion. Professional and administrative leadership is needed which can 
recognize the need and provide the technique for democratic action; 
which can accord appropriate recognition to already operating commu- 
nity organizations and programs; which can help all members of the co- 
operating staff and feel an identity with a satisfying status in the group 
and its tasks; which can apply the principle that the clientele is of basic 
and first importance. To achieve and maintain such leadership broad 
training would be helpful, but incentives and communication are also 
essential. Vested individual and professional interests, special vocabula- 
ries, resistance to compromise, dilution of individual prerogative and 
responsibility — all these must be accommodated and somehow kept from 
destroying the effectiveness of the joint enterprise. Small-conmiunity 
jealousies and competitiveness make the location of any area office or 
service a major decision and one involving political considerations. 
Local economic (trade) consequences and easy accessibility to the new 
services or office are dividends collected by the community where they 
are located. Only the most responsible, able, and persistent leadership 
can achieve the kind of grouping that will approach the ideal of in- 
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tegrated, coterminous operations, distributed for maviTmim effec- 
tiveness. 

GUIDELINES FOR ACTION 

1. An intermediate level coordinating entity (one that is between the 
state level and the community level) should be considered when the 
incidence of children and youth with handicapping conditions is too 
low to j>ennit providing comprehensive and essential services in each 
community; when qualified professional and administrative personnel 
are scarce; when needed services are scattered and unrelated. 

2. Such an agency should cover the full range of needs rather than 
represent splinter groups which may provide an incomplete patch- 
work of services. 

3. Creative thinking about the roles, responsibilities, and interaction 
of groups concerned with handicap|>ed children should re-evaluate 
traditional functioning and suggest new formats. 

4. Top level planning, both in governmental and voluntary agencies, 
is necessary to coordinate regions and conununities adequately and to 
help them clearly define responsibilities and services best fitted to each 
level of activity. 

5. Interdepartmental coordination at the state level will set the stage 
and should offer inducements to coordinate at the intermediate and 
local levels. 

6. When multidepartment state ofl&ces are established usually one 
department should be charged with administrative and housekeeping 
functions. Technical controls and operations should remain in the 
various departments whose proper functions they are. 

7. Programs for handicapped children should be administered at 
intermediate and local levels. The state should set minimum standards, 
encourage professional development of staff, and be responsible for 
most research and training, but should not allow the local units to be- 
come mere satellites of the state operations. 

8. Since it is difficult for rural families to have ready contact with 
needed facilities, these facilities should be made more readily available 
to them through an integrated, intermediate level (regional) agency. 
Cities should give support to the establishment of adequate services for 
handicapped children and youth in rural areas as well as in their own 
metropolitan areas. 

9. Statewide federations and planning mechanisms should be estab- 
lished for (a) community planning agencies and (b) associations of 
parents and volunteers. 

10. Certain legislative considerations should be encouraged: (a) 
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state legislation pertaining to handicapped children and youth should 
be drawn in comprehensive, omnibus form to insure a well-coordinat- 
ed, full range of services; and (b) because of the lack of uniformity of 
economic status of communities, an equalization principle should be 
applied in distributing state aid among regions for services to handi- 
capped children and youth. 

11. Certain geographical considerations should be encouraged: (a) 
it is preferable for state departments with field or district offices to de- 
velop coterminous geographic areas of administration; (b) inter- 
mediate units should be located at natural and established communica- 
tion, trade, and transportation centers; and (c) voluntary agencies and 
community services should be located where maximum coordination 
is possible with field offices of state departments and intermediate 
units of coordination. 

12. Major attention should be given to recruiting, retaining, devel- 
oping, and challenging competent staffs for intermediate units. 
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Comprehensive Diagnostic and 
Treatment Centers 



During the past few years »here has been an increasing iecognition of 
the need to establish comprehensive diagnostic and treatment cen- 
ters to meet some of the deficiencies of disparate, specialized agencies 
in serving handicapped children and youth. Xhere is general agree- 
ment that handicapped chil ■^ren often present a wide complex of prob- 
lems, multiple in nature, and that many advantages can accrue to the 
patients, their families, and their communities if the integrated skills 
of essential specialists can be brought to bear on these problems. How- 
ever, the norm for diagnosis and treatment is still characterized by a 
segmented, over specialized approach. There is a lack of synthesis, of 
central responsibility, of guidance to families and schools and commu- 
nities, and a loss of effectiveness. Comprehensive diagnostic and treat- 
ment centers offer one means of correcting this deficiency. 

Without adequate diagnosis the nature and extent of a disability is 
not ascertained; the medical, psycliological, social, vocational, and ed- 
ucational needs are not known; the treatment and care required can- 
not be indicated; advice to the family cannot be adequately formulated. 
It has long been evident that a single specialty, functioning alone, 
cannot meet the diagnostic and treatment needs of disabled children 
and youth, even when the presenting condition appears to be only a 
simple one. Psychological, social, family, vocational, and educational 
problems are nearly always associated with crippling conditions. These 
should be diagnosed by specialized persons, and their observations and 
conclusions should be blended into a comprehensive decision relative 
to treatment (immediate and long range), training, advice to family 
and school, and followup. 

It is not unusual to find children’s diagnostic facilif’es that have 
been established to give special attention to children with cerebral 
palsy, rheumatic heart disease and other cardiac disorders, epilepsy, 
nephritis, nephrosis, cystic fibrosis, muscular dystrophy, malocclusion, 
mental retardation, and to those with problems in speech, hearing! 
vision, and others. Unfortunately, children brought to specialty 
centers do not usually present a neat, single impairment problem. 
Their disabilities are complex and their needs can be met only by in- 



volving a wide range of specialties in an integrated manner. Even if the 
medical presentations appear to classify in a single category, associated 
emotional, social, educational, or vocational problems make every 
handicapped child’s case a complicated one. In some instances diag- 
nostic and treatment centers for children and youth have been spon- 
sored, by tlie Crippled Children's Seir^/ice, MsternEl snd Child Health 
Service, voluntary organizations, medical centers and clinics, and school 
systems. Although state divisions of vocational rehabilitation usually 
cannot accept as a client a child under fifteen years of age, they fre- 
quently encourage the establishment of child diagnostic and treatment 
centers because they have a deep interest in adequate restorative and 
orientation services being given at an earlier age. Vocational factors 
should be considered early in the life of a disabled child. 

Some children, presenting apparent problems in mental deficiency, 
emotional disorders, communication or specific educational difficulties 
will often require long term study and persistent followup. These chil- 
dren have unusual needs and a dependable diagnosis is frequently not 
immediately possible; programing their treatment reqL’res great skill, 
and frequent re-evaluation o£ the treatment is important. 

In many cases there is a need for sustained support for patients and 
families over a long period of time. Because indicated procedures are 
often far from specific, there is need for extended study and experi- 
mentation. The problems of these patients extend well beyond the 
immediate, acute crisis involving medical treatment only. It is of basic 
importance that these children be located and diagnosis and treatment 
started as soon as possible after the onset of the disabling conditions. 

Hopefully, the use of interdisciplinary services and tlieir broad skills 
brought to bear early for cases of developing disability would reduce 
the incidence of patients with highly complex problems. They would 
afford the means for near-at-home, earlier detection and diagnosis and 
treatment. This should inhibit exacerbation of what might initially 
have been manageable problems. Early and competent attention to 
the ills and disabilities of a child can prevent the development of 
debilitating attitudes in the patient, his family, his school, and his 
community concerning the patient’s potentials. It can help to avoid 
family economic distress resulting from years of seeking help. It can 
possibly avoid educational and social deprivation so frequently experi- 
enced by the patient who has to live too long with a chronically handi- 
capping condition that is untreated. The disabled child who lives to be 
a handicapped adult often represents a failure from too little help, too 
late. 

In some sections of the country, comprehensive services for children 
and youth might possibly be found in such quantity and quality that 
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special centers are not indicated. But generally this is not the situation. 
Rural areas are typically not well served. There is an acute shortage 
of the kind of specialists needed to serve the very complex cases that are 
found in substantial numbers in any area. The “center” format for di- 
agnosis, treatment, and c-^re permits limited personnel resources to reach 
more people more effectively. 

number of factors are for consideration when establishing a com- 
prehensive diagnostic and treatment center. Among the centers that 
have been put into operation there is no common pattern of organ- 
ization or staffing; tlie services offered are not standardized, each has 
a unique financing base. However, persons who have been involved in 
planning or operating such centers suggest that as a minimum they 
should provide for participation by health, education, rehabilitation, 
organized labor and volunteer groups. 

Community agencies and practitioners who might refer patients to 
the center or be asked to implement its prescriptions should help to 
plan the center. This would allow for better definition of roles and in- 
sure that services most needed would be offered. It would help to insure 
acceptance of diagnostic findings and of prescriptions. 

Relations to local practitioners are very important. When patients 
go to a distant center for diagnosis or treatment there is the implication 
that the local talent is not equal to the demands and needs. Failure to 
anticipate and to allow for possible negative attitudes resulting from 
this could be detrimental to efficient followup or even to implementa- 
tion of treatment plans. 

In its operations a comprehensive diagnostic center should have a 
clear statement of what it intends to do and then organize to do that. 
Every such agency does client work, administrative work and com- 
munity work. The activities should include or provide for case finding 
or arranging for referral sources, diagnosis, treatment, care, rehabilita- 
tion, teaching, reporting, followup, research and program evaluation. 
Sometimes it will be advantageous to start with a single diagnostic clien- 
tele and later expand to others. If too many problems (staffing, financing, 
operating, etc) are encountered too early they can defeat the intentions 
of the founders of a center. 

Case finding should be arranged for before the center is opened. It 
should have been established that the services to be offered are needed 
and that those who need them feel that tliey are needed, or can be led 
to see the need. If pre-opening coordination has been well done, agen- 
cies and individuals from whom referrals are anticipated will have in- 
dicated \;hat services their clientele need and will use. If treatment 
is to be done in the home community, based on th? diagnoses and rec- 
onunendations from the center, there should be assurances that the 
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required resources are :n the community and that the tamily, local 
physicians, social workers and educators will accept and act upon the 



treatment recommendations. 

Considerable support can be given to the suggestion that comprehen- 
sive centers should be established in connection with teaching hospi- 
tals and medical schools, when available. In such a setting the main 
interest might not be in service, but iii teaching and research. The 
basic purpose would be to make an investment that would pay off 
in the future through better trained clinicians and improved method- 
ologies. Physicians, psychologists, speech pathologists, social workers, 
and educators should be trained in comprehensive facilities that attract 
difl&cult clinical material, where they can learn not only the best tech- 
niques in their respective specialties but also become aware of their in- 
dividual limitations and of the contributions that can be made by oth- 



ers. When they move out into community locations their broad train- 
ing and understanding might tend to reduce the need for centralized 
comprehensive service centers. In considering central diagnostic and 
treatment centers the issue is not so much, “Should they be established?” 
but, “Is the society ready intellectually, emotionally, and logistically 
to implement them on a scale broad enough to meet the needs for multi- 
dimensional diagnosis and multilateral treatment of a growing popula- 
tion of disabled and ill-managed children?” Perhaps establishing a center 
would only be substituting individual ineffectiveness at the community 
level for group ineffectiveness at the center level. Effective functioning 
does not necessarily follow establishing a structure. 



Community Responsibility 

It should be the responsibility of the local referring agency to select 
those cases for referral which cannot be adequately handled by local 
resources. Although an effort should be made to eliminate the neces- 
sity of parents going from one agency to another in search of advice, 
the diagnostic and treatment center is not a source for each and every 
problem. The local agency has the responsibility to explore and uti- 
lize local facilities where appropriate. Early detection of those compli- 
cated problems which are hard to diagnose is particularly desiraole. 
Adequate basic information on each patient and his family should be 
provided by local community resources. A thorough case history, med- 
ical reports, school information, a description of local efforts to handle 
the problem, and an evaluation of local resources will facilitate pro- 
cedures at the center. Some families will not be cooperative. They will 
not always come to the center with enthusiasm, particularly if public 
funds and public agencies are playing a major role in providing for the 
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child and in its management. Special procedures are needed in working 
with such families, and it is the responsibility of the referring agency to 
make every effort to prepare the family for its contact with the center. 

The referring agency, or someone responsible for following through 
with later recommendations, should be in close contact with the cen- 
ter. Theirs will often be the responsibility for understanding the diag- 
nosis and recommendations and for integrating community resources. 
The local community should be represented in the final staffing, if not 
in earlier ones, to provide two-way communication with the center in 
assessing local resources, information, and background, and in forming 
plans and following through with recommendations. There should also 
be provision for feedback to the center from the community. This will 
tend to apprize the center of deficiencies in its treatment planning and 
will give information concerning who is responsible for treatment and 
followup in the various communities. 

Because of its ability to make a comprehensive study and bring to 
bear the abilities and knowledge of a well-trained, interdisciplinary stafiE 
of specialists, the comprehensive diagnostic and treatment center is 
in a unique position to do what most local communities are unable 
to do in diagnosing difficulties and assessing the medical, psychologi- 
cal, social, vocationa', and educational problems and needs of the client. 
This involves not only the technical skills in diagnosis, prognosis, and 
prescription for the specific problem creating the referral, but also a 
recognition of the environmental aspects of the total problem. 

Treatment recommendations should be made in consideration of 
the resources and feasibilities in remote areas to which patients will re- 
turn after discharge. It has sometimes been suggested that the home- 
community public health nurse, local social worker, teacher, and the 
patient’s family physician should participate in the case conference at 
the center when the treatment program is designed. This would intro- 
duce reality into the recommendations and would insure that they 
were understood. Results, interpretations, and recommendations 
should be reported to the home-community agencies cr individuals 
that have responsibility for implementing the treatment program. They 
should also go to the family. Clinics, health centers, private piacti- 
tioners, schools, rehabilitation counselors, social workers might all be 
involved in the treatment program. They cannot cooperate in it if 
they are not aware of it or do not understand it. The report should 
therefore be written with sufficient information and in language ap 
propriate to the individuals or agencies who will be implementing tb“ 
recommendations. Long delays between the referral date and the date 
of tiie appointment are to be avoided Frustration to the family and the 
referring agency alike often follows such delays. Similarly, long de- 
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lays between the time the patient is seen at the center and the time the 
report is sent out force a local agency to make decisions sometimes 
without benefit of the recommendations of the center staff. 

There is a moral requirement placed on professional workers and 
institutions that they must make their work effective. Every service 
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parts are interacting and interdependent. To insure the strength of 
the system each agency must do community work essential to its client 
work functions. It should have a stated community work policy. It 
should have formal and informal channels of communication with 
other agencies and with central planning bodies. Involvement in com- 
munity planning is not only an opportunity, it is a requirement. Client 
work should feed infoimation concerning service deficiences in the pa- 
tient’s community to the center, where it should be recorded as part 
of the patient’s file. In turn, it should be sent on to commimity plan- 
ning boards. Such information would be effective because it would 
identify and dramatize the actual problems of people in the conununity. 
The community work commitment of an agency makes its staff com- 
munity minded and discourages insulation and isolation. It should be 
reflected in job descriptions, inservice training, supervision, evaluation, 
reporting, budgeting, board meetings, etc. 

The greatest hazard to the effectiveness of centers away from the com- 
munity is the lack of successful communication between the center and 
the home community. It has been suggested that this is so crucial that 
a new job entity — community coordinator — ^should be established. He 
would be a member of the center’s staff and would be the liaison per- 
son between the center and the home commurity of the patient. He 
would advise, interpret, and sustain in his relation to the center, to the 
community, and to the family of the patient. His charge would be to 
see that the treatment plans were implemented. He wouM locate cases 
and help to promote their early referral. He could be the consultant 
to the; family and the schools. He would know the local resources and 
how to use them. He could interpret the family’s problem to friends, 
neighbors, and relatives. Through this community coordinator, a com- 
munity rehabilitation corps of volunteers could be mobilized to help 
in the many things that should be done in a community to help its dis- 
abled children and adults. These suggested operations would be a part 
of tlie community work of the center. Community work involves inter- 
organizational exchange to facilitate interaction among agencies in a 
common field. It is the mobilization of community support for the 
idecdogy, the program, and the budget of the agency. It undertakes to 
effect changes in community resources necessary to the agency’s pro- 
gram objectives. Advantage should be taken of any climate or inter- 



est that would promote interdisciplinary structuring, orientation and 
practice. 

Staffing, both administrative and technical, should be adequate to 
fulfill commitments. Administrative staff is as likely to be inadequate 
as technical staff. It is easy for technicians (usually the initiators of 
centers) to forget that good and prompt reporting of diagnostic re- 
sults and treatment recommendations are very important and that 
they require considerable clerical and administrative time. Public- 
image building, a significant time consuming activity, is otien over- 
looked. Administrators have an important part to play in creating con- 
ditions that make it possible to recruit and retain good professional 
staff. Some services, such as laboratory services, can often be most effi- 
ciently purchased from a nearby medical facility by a small and new 
center. 

There has been much speculation and some policy decisions have 
been made concerning the types of patients that comprehensive diag- 
nostic and treatment centers should serve. Because technical and other 
resources limit the number of such centers, they should accommodate 
a clientele they can serve best and for whom other resources are likely 
to be inadequate. Children with severe, chronic conditions are most 
likely to have acute related problems. Comprehensive facilities with 
a wide range of staff specialties, with laboratories, and with research 
and teaching capabilities should serve these children. Not all of the 
patients referred to a comprehensive center should be uniformly pro- 
cessed, and the center s programs should vary. Some patients should 
be studied with a view to providing a treatment plan for implementa- 
tion in home-community settings. Only limited inpatient or day-patient 
care should be needed for these patients. Center procedures will vary 
according to whether a diagnosed condition is immediately correctible 
or is to receive long-term attention with followup reports. The territory 
to be served is an important consideration. Inpatient or domiciliary 
accommodations will probably be needed for referred patients who 
have to travel a great distance. Much is expected of these centers. They 
are asked to accept only the most difficult cases; they are somewhat a 
court of last resort”; they are expected to produce immediate and 
dramatic results. Parents search many places for a therapy that will 
rehabilitate their child. It is to be hoped that through a diagnostic 
treatment center the parent can feel confident that here at last his 
child will get treatment if treatment is pos.sible. 

GUIDELINES FOR ACTION 

1» In planning and establishing a comprehensive diagnostic center; 

A dear statement of p^ilosophy and basic puipose should be piomulgated. 
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Agencies and professional personnel who might be expected to refer 
patients or receive them from the center should have a part in plan- 
ning the center and its program. 

Problems of case finding, referral, communication, followup, and feed- 
back should be anticipated and procedures organized. 

Preference should be given to establishing diagnostic and treatment cen- 
ters in connection with teaching hospital and medical schools with pro- 
gram emphasis Oii iiainiiig and upgrading coGiiuunity S6rviC6S as well as 
on direct service. 



2. The community holds certain responsibilities for the successful 
operation of such a center. 

• It must select those cases for which local resources are not adequate. Early 
detection and diagnosis is particularly stressed. 

• The referring agency must pro'»dde adequate case histories, evaluations of 
community resources, and prepare the families for the visit. 

• A representative from the community or referring agency should be 
present at the staffing conference or a special conference should be arrang- 
ed to ensure understanding of the findings and recommendations by the 
person responsible for following through with the recommendations. 

• The community agency is usually responsible for implemencing the recom- 
mendations of the center. 

• The community must apply and integrate the conmmnity services. One 
suggestion serving this purpose is procuring a community coordinator to 
integrate the services. 

• The community should provide feedback to the center to apprize them of 
deficiencies, local resources, needs for followup diagnosis, and so forth. 

3. The center holds certain responsibilities to the community: 

• To provide a coordinated interdisciplinary diagnostic facility which 
can assess the medical, psychological, social, vocational, and educational 
problems and needs of the client referred. 

• Optimum value will be derived if diagnostic and treatment centers can be 
comprehensive with respect to the range of specialties involved at these 
centers. Each center, however, must deal with those cases it can handle best. 

• Community resources must be ascertained in making recommendations 
for treatment in the immunity. 

• An adequate and understandable report with recommendations for treat- 
ment or control should be made directly to the home-community physician, 
public health nurse, social worker, teachers, vocational specialist, family, 
or othci* personnel who can implement the recommendations. It would 
be preferable to ha\'e some such person attending the final stafSing session. 

• Long delays between referral date and appointment or between examina- 
tion and report should be avoided. 

• I.x>ng term study and evaluation and followup should be provided when 
needed. 
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Domiciliary accommodations should be provided when needed. 

Upgrading of diagnostic and treatment practices in home-community set- 
tings can be promoted by close communication between the center and the 
community. Centers located in teaching hospitals and medical schools ran 
do most in this respect. 

4. Some of the administrative considerations include the following: 

Operational procedure should clearly set forth the responsibilities, author- 
ities, prerogatives, and limitations of all elements within it. 

A clear understanding should be had with the community as to its re- 
sponsibilities. 

The types of cases served should be clearly stated. 

Operating procedures should be sufficiently flexible to permit variations in 
patient processing. Mobile units might be considered where distances are 
great and local services limited. 

Staffing, both administrative and technical, should be adequate to fulfill 
commitments and obligations. Sound recruiting and financing practices 
should be followed. 
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Coordination of Special Education 
and Vocational Rehabilitation 



One of the most promising efforts on behalf of handicapped children 
and youth can be collaboration between special education and the state 
vocational rehabilitation program. In Chapter Four of this report is 
found a summary of the discussion of state interdepartmental coopera- 
tion. For consideration here is a special opportunity for cooperation be- 
tween two divisions of state government usually found in a single 
state administrative department 

There is usually a division in die state department of education that 
is concerned with planning, encouraging, financing, and guiding ed- 
ucation programs in local communities for children and youth whose 
needs demand curricula and/or practices beyond the typical, tradi- 
tional offerings of the public schools. Most states have also included 
in their departments of education a division or bureau of vocational 
rehabilitation. These divisions or bureaus of vocational rehabilitation 
are generally concerned with adults and with those disabled youth 
who are old enough to be candidates for the work force (age 15 or 16, 
and above) and who are judged to have some potential for employ- 
ment. 

It would appeal- that cooperative action between two divisions with- 
in a single state department would be relatively easy and effective. 
Whatever cooperative actions might be needed to insure that handi- 
capped children move efficiendy from pupil status in school programs 
to client statue -n vocational rehabilitation programs should be easily 
undertaken in such a situation. But this has not been the case. Effective 
collaborative arrangements have been sufftciently unusual that when 
they have occurred they have merited special notice. Most of those 
which have been reported have apparently been made possible only by 
a special grant of funds from a federal agency— the Vocational Rehabil- 
itation Administration. Local state resources alone have not generally 
produced a pattern of services that will permit a handicapped child 
to move easily from school to employment. Staff persons in state divi- 
sions of vocational rehabilitation typically complain that handicapped 
vouths coming to them for vocational services are not well prepared ;o 
understand or to beneFt from those services. 
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Explanations for this situation embrace the usual list of inhibitors 
including specialization in training and lack of communication. How- 
ever, in this instance there is another factor that might make collab- 
orative action somewhat more difl&cult. The division for special ed- 
ucation at the state level is normally not an operating division in the 
sense that a program is delivered to a clientele of individuals. The local 
schools conduct special education programs. The special education 
division at the state level supplies consultadon, advice, standards, al- 
location of state and federal funds as provided by statutes and regula- 
tions. The division of vocational rehabilitation, on the other hand, is 
an operating division. Services are delivered directly to clients. The 
difference in modes of functioning can introduce special difficulties in 
making collaborative arrangements between these two state divisions. 
There has been such an obvious need for close cooperation between 
tiie two programs that some states have taken the steps necessary to 
effect this cooperation. In at least two states, Texas and Minnesota, 
the divisions of special education and vocational rehabilitation have 
been placed under a single assistant commissioner of education. With 
such an arrangement, cooperative functioning is almost impossible to 
avoid. 

In the American democracy, cultural institutions have been struc- 
tured to meet the needs of the majority of the people they serve. 
Schools address their programs primarily to the great middle range of 
pupil capacities. Special education is designed to meet die needs of 
children whose physical, mental, social, emotional and educational 
characteristics are outside this middle range. These are exceptional 
children and their numbers and needs are very great. In considering 
these needs it should be emphasized that they are fundamentally the 
same as for all children. These children need “opportunities ... to 
realize their full potential for a creative life in freedom and dignity.” 
For handicapped children and youth it is not enough that the schools 
offer them traditional academic training, even though it might be spe- 
cially designed so that they acquire an optimum academic status. The 
importance of adequate academic training should not be underempha- 
sized for these children; but they also need special preparation for the 
special problems they must face after leaving school. Graduating young 
people generally face a sodoeconomic milieu that is best able to 
accommodate the middle range of physical and mental capabilities. By 
definition, handicapped youth are those not easily accommodated. 
Their transition from school to employment is more diffiailt. The 
schools, through special programs, should undertake all possible pro- 
cedures to reduce that difficulty. 

For handicapped young people, vocational rehabilitation means as- 
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ststance in facilitating the special adjustments that they must make to 
tichieve a satisfactory socioeconomic status. But the problems incident 
to rehabilitating young handicapped people can be greatly dimin- 
ished if those problems are anticipated while they are in a school en- 
vironment. Divisions of special education and of vocational rehabil- 
-if-otirkri TArrorlririor tA^apfVipr ran inciirp that the difficulties of 3. 

handicapped child in moving from school to the work force will be 
considerably reduced. 

In most states the division of special education and local school 
officials have shown that much can be accomplished by educable men- 
tally retarded children if they are exposed to special curricula and 
special methods. Too often, however, the emphasis has been on aca- 
demic attainment alone. For these children the meeting of their specific 
educational needs is not enough. Without special emphasis, their vo- 
cational interests and capacities will not develop adequately and timely. 
School administrators and teachers typically welcome the intervention 
of othei agencies that can help with the vocational planning for re- 
tarded children. 

Mentally retarded children will usually require a longer time to es- 
tablish the habits necessary to success in employment. Special education 
and vocational rehabilitation cooperation is of great importance be- 
cause it provides an earlier introduction to vocational orientation and 
basic work skills. While these children are in school it has been found 
advantageous to give major attention not only to social maturity, self- 
care, communications, social competence, and self-direction, but also 
to: 

1. Vocational diagnosis and evaluation of employment potential by 
and with vocational rehabilitation specialists. 

2. Actual job try-out and job training under the direction of voca- 
tional rehabilitation staff. 

3. Job placement and supervision by vocational rehabilitation per- 
sonnel. 

4. Exposure to a curriculum developed jointly by special education 
and vocational rehabilitation specialists to train pupils prevocationally. 

5. Full utilization, with the advice of vocational rehabilitation staff, 
of job training resources that exist within the school plant, e.g., school 
nurse’s office, school garage, school cafeteria, scliool custodian’s shop. 

6. Expansion of the school work to include the whole communicy 
for job observation, learning work habits, relating to work foremen, 
and to as many others as possible. 

It is necessary that the urgency of vocational experiences for the 
child be balanced by the requirements for certain basic academic 
work demanded by most states for granting certificates and diplomas. 
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Academic status, including such symbols as certificates and diplomas, 
is as important in the career of a disabled individual as it is for one no 
facing the problems imposed by disability. Work opportunites some- 
times have to be created in order to afford a satisfactory range o 
meet the interests ana aoiiities oi me cncuu> • — 

rehabilitation program. The business-professional-industnal com- 
munity often does not furnish a wide variety of work training situations. 
The maintenance and service activities oi the schools themselves typi- 
cally will offer only limited potential. The establishment of special 

workshops will sometimes be indicated. 

Children who have disabilities otlier than mental retardauon also 
present special obligations and opportunities for joint action through 
special education and vocational rehabilitation progr^. For these 
children as with the mentally retarded, special attention should be 
given to neutralizing the negative assumptions concerning vocational 
potential tiiat they often absorb from their families and others. This 
requires unique curricula and work-study arrangements designed to 
develop and emphasize abilities that might not otherwise be recognized. 
It r6(juir6s s^grcssivc work, with pErcnts snd. tcsclicrs End the gener 
population of the community to promote optimism and positive ex- 
pectations and needed skills. Both the special education and the 
vocational rehabilitation programs have essential roles to play m the 



development of these children. 

For all disabled children, vocational orientation should begin early 
so that there can be ample preparation to meet the special problems 
they must face in adjusting to the demands of work and to the com- 
munity attitudes and assumptions concerning disabled workers which 
they must meet and help to change. Disabled children who go to school 
demoFiStrate by that accomplishment itself that they have what is neces- 
sary to graduate to the work force. A greater challenge is presented by 
those who are so mismanaged or so disadvantaged that they do not 
get to the schools. Essential individual arrangements for case finding, 
evaluation, mobility, family cooperation, and challenging work-study 
curricula, can be effected for homebound or near homebound children 
if the resources of both the schools and the vocational rehabilitation 
division can be brought to bear in an integrated manner. 

Experience in cooperative arrangements between special education 
and vocational rehabilitation has revealed tha. certain additional con- 
siderations must also be given high priority if difficulties are to be min- 
imized. One of the problems in such a joint effort is that of communica- 
tion among specialists. People trained in specialties often lind joint 
functioning more difficult than do others who are less well trained. Not 
only specialized vocabularies, but specialized clinical methods, limited 
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areas of interest and concepts taken for granted tend to thwart com- 
munic'ition. Already-on-duty staff who will be utilized in each agency 
are of^en found to be lacking in the basic concepts and techniques ot 
the cooperating agency and its staff. Well planned inservice or pre- 
project training is essential. Some of this should be of a formal type. 

Cross training eases the persistent problem of communication. It can 

and accomplish- 

geneiciLc an appicv-iatiuii \j* ^ * 

ments of the cooperating agencies and technicians and develop e 
kind of respect that must be mutual if cooperative action is to be ef- 
ficient. It can often reveal new meaning and new opportunity for die 
specialist in his own specialty. 

A well conceived program of joint action can fail because trained 
personnel are not available for balanced staffing. Jn teamwork there 
should be a democratic method in procedure, but this cannot obtain if 
there are wide differences in competencies. There will sometimes be 
need to adjust the regulations or traditions of one program or the other 
in order to make it possible to serve all the clientele that might benefit 
from an integration of special education and vocational rehabilitation. 
Cooperative programs are less flexible than individual programs. When 
two or more must move and change directions and accelerate or decel- 
erate together these actions become more cumbersome. However, 
when working with a disabled person he must be seen globally as a 
whole person; he is not divisible. His needs can best be served by a 
team of competent specialists working together. When this is done, 
conditions that might go undetected r^rid that would inhibit process 
towards a rehabilitation goal can be recogmzed early and be effectively 
treated. The cooperation among agencies offering programs for handi- 
capped children and youth should extend to ail categories of disability. 
Sometimes, because of the aggressiveness and helpfulness of a special 
interest group, arrangements are made to initiate an effective coopera- 
tive pattern of services for a single diagnostic clientele. The momentum 
of such a move should cany service planning for any disadvantaged 
individual. When a format is being established for cooperative action 
its value and utility can be broadened and support for it can be 
strengthened if all types of special mteds and special interests are 
served. Any new format for operating requires planning. And planning 
is a sophisticated activity. It is characteristic of only the highest order of 
civilized functioning. So it requires extra effort even among educated 
human beings to plan tlieir work, to anticipate the problem*- ^t any 
undertaking entails, and to provide for avoidance of penalties incident 
to an inadequate meeting of unanticipated emergencies. 

One of the greatest essentials of collaborative programing is good 
leadership. If this element is available, great achievement is possible. 
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But if it is lacking the best of plans cannot be implemented nor ( 
they make a successful program. Standardizing, policymaking, legislat- 
ing, training, and managing funds might all be well done, but without 
leadership of a high order, tlie undertaking will not yield what it 
should. Good leadership can mobilize the many interests that are needed 
to bring to fruition the efforts of special education and vocational re- 
habilitation agencies to help disadvantaged children and youth. These 
include organized labor, industrial and trade groups, employers’ organ- 
izations, education associations of various types, medical, psychological 
and other specialty associations, parents’ and teachers’ associations, re- 
ligious groups, chambers of commerce, as well as the existing, designed- 
for-rehabilitation resources found in some communities. 

One of the hazards encountered in staging joint enterprises is the 
difficulty in enlisting the essential aid of persons and agencies that do 
not view the task with the enthusiasm or the urgency of the principal 
parties. Frequently they are only ancillary to health, education, welfare, 
and rehabilitation programs. They have other obligations and duties 
that they regard as more fundamental to their basic missions. They do 
not press as hard to secure the favorable interpretations of laws and reg- 
ulations that might be needed. They do not join easily in seeking ad- 
ditional legislation when that is needed to make a program possible. 

Many of the problems and opportunities presented in this discussion 
of collaborative action between speda). education and vocational re- 
habilitation have anticipated an effort that is statewide and compre- 
hensive in scope. However, in many states it will not be possible to 
proceed so lunbitiously, immediately. Several compromise arrangements 
have been effected in various parts of the country. They all represent 
f orward movement, although some are somewhat less than definitive. 
Ii Minnesota and Texas, special education and vocational rehabilita- 
tion at the state level have been placed under the direction cf a single 
a.Hsistant commissioner of education. Statewide programing should be 
easier under such an administrative plan. In some states beginnings 
have been rt»ade in individual dties; Detroit and Oklahoma Gty are 
examples. 

Considerable collaborative action can be brought about by formal 
agreements among departments at the state level, as in Georgia. In 
many states there are informal working arrangements that are pro- 
ducing good returns. Sometimes merely a joint advisory committee of 
professionals and laymen can promote joint activity at the operating 
levels. Whatever arrangement is made, if the goal is to enhance the 
opportunities of handicapped children for productive, satisfying hves 
the outcomes can be positive in tenns of basic education and vocational 
rehabilitadoii goals. Under any kind of an administrative format there 
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can be implementation of the general objectives of education for dis- 
abled chil^en and youth. It takes no great genius to recognize, and no 
highly complex organization to emphasize, that school training is not 
for academic excellence, per se, but it is for the preparation of the in- 
dividual to live successfully in our times. Specialists in vocational re- 
habilitation can be very helpful in this preparation in the early years 
of a disabled individual. It requires no great imagination on the part 
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are crucial years for ultimate vocational adjustment It is an inevitable 
imperative that special education and vocational rehabilitation special- 
ists and agencies must relate their services so as to form a unified in- 
tregrated program for the benefit of handicapped children and youth. 



GUIDELINES FOR ACTSON 

1. Divisions of vocational rehabilitation should work very closely with 
programs of special education to insure an easy transition by disabled 
young people from pupil status to the status of worker in the work 
force. 

2. The special difficulties that handicapped children will have when 
they undertake to enter the work force upon attaining work force age 
should be anticipated and provided for from an early age. 

3. Schools should encourage an attitude of optimism and adequately 
high and realistic vocational expectation in handicapped children, 
their families and various professional persons who are working with 
them. 

4. Schools, in consultation with vocational rehabilitation specialists, 
should make special eflEorts to give handicapped children and yovith 
work experiences both within the schools’ maintenance and service 
operations and in the community. These will often be needed to pro- 
vide the work experiences that other children normally get but that 
are denied handicapped children. 

5. Special education and vocational rehabilitation programs should 
cooperate in finding, evaluating, motivating, training, and developing 
youngsters so severely disabled that they do not enter the traditional 
school curriculum. 

6. Procedures for and commitment to cooperative action should be 
established at all levels of the special education and vocational rehabil- 
itation programs. 

7. Administrators in special education and vocational rehabilitation 
should recognize and provide the staffing for the added work involved 
in cooperative enterprises. 
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8. The specialized personnel in special education and vocational 
rehabilitation should be oriented to accept many nontraditional 
duties and responsibilities. However, they should not be encouraged 
or permitted to taVe initiative in areas in which they do not have 
comj)etence. 

9. Inservice training should precede cooperative undertakings that 
are to be extensive and are to ba continued over a long period of time. 
This training should emphasize objectives, opportunities, roles, etc. 

10. Written agreements and operational descriptions should be pre- 
pared in detail for the cooperative relationship between special ed- 
ucation and vocational rehabilitation. They should set forth policies, 
responsibilities and joint, and separate duties. They should be suf&- 
ciendy flexible to meet variable and dynamic requirements and to 
avoid being threatening to the participating agencies. 

11. In their cooperation, special education and vocational rehabili- 
tation should involve any other voluntary or public agencies or 
resources that might be essential or useful in promoting the interests 
and meeting the needs of handicapped children and. youth. 
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Appendix A 
Steering Committee 
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William C. Geer, Chairman, Executive Secretary, The Coxmdl for 
Exceptional Children 

James F. Garrett, Assistant Director, US Vocational Rehabilitation 
Administration 

Mamie Jo Jones, Past President, The Council for Exceptional Children 

Arthur J. Lesser, Director, Division of Health Services, US Children’s 
Bureau 

Romaine P. Mackie, Chief, Exceptional Children and Youtli, US Ofi&ce of 
Education 

Rozelle J. Miller, Supervisor, Special Education, Maryland State 
Department of Education 

C. Esco Obermann, Past President, National Rehabilitation Association 

Norman Pieiwn, Director, Washington, D. C. Department of Vocational 
Rehabilitation 

Dean W. Roberts, Executive Director, National Society for Crippled 
Children and Adults 

Jayne Shover, Associate Director, National Society for Crippled Children 
and Adults 

Jean R. Stifler, Chief, Maryland Division of Crippled Children and Heart 
Disease Control 

E. B. Whitten, Executive Director, National Rehabilitation Association 






Appendix B 

Agency Participants in 

Preliminary Conferences 




Atlanta 

Bobby Dodd Sheltered Workshop 
Emory University Psychiatric Clinic 
Foundation for Visually Handicapped Children 
Geoi;gia Association for Retarded Children. Inc. 

Georgia Department of Public Health 
Dental Health Services 
Health Conservation Services 
Analysis and Planning Service 
Community Mental Health 
Georgia P^'eart Association 

Georgia Society for Crippled Children arnd Adults, Inc. 

Georgia Society for the l-revention of Blindness 
Atlanta City Board of Education, Program for Exceptional Children 
Southern Regional Education Board 
Georgia State Department of Education 
Division of Instruction 
Guidance and Testing 
Services for Exceptional Children 
Visiting Teacher’s Association 
Division of Vocational Rehabilitation 
The National Foundation 

The University of Georgia, Program for Exceptional Children 
U. S. Children’s Bureau 

Baltimore 

Maryland Society for Mentally Retarded 
Baltimore City Hospitals 
Baltimore Hearing Society, Inc. 

Baltimore League for Crippled Children and Adults 
Maryland State Department of Education 
Montebello State Hospital 
Maryland Division of Vocational Rehabilitation 
Baltimore City Health Department 
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Baltimore Special Education Department 
Goodwill Industries of Baltimore 
Maryland State Employment Service 
Maryland Society for the Prevention of Blindness 
Heart Association of Maryland 
The National Foundation 
National Rehabilitation Association 
Maryland Division for Crippled Children 

Minneapolis 

State Department of Education 

Vocational Rehabilitation and Special 
Education Division 
State Department of Public Welfare 
Crippled Children's Services 
State Services for the Blind 
Services for Retarded Children 
Minnesota Congress for Parents and Teachers, Inc. 

Minnesota Society for Crippled Children and Adults 
Gillette State Hospital 
University of Minnesota 

Departriient of Special Education 
Deparl/ncnt of Physical Medicine and Rehabilitation 
Minnesota Association for the Mentally Retarded 
Minneapolis Hearing Society 
Kenny Rehabilitation Institute 
State Department of Health 
Minneapolis Rehabilitation Center, Inc. 

San Francisco 

California Conference for California’s Exceptional and Rehabilitation Needs 
California Conference of Sheltered Workshops 
California Coordinating Council on Handicapped Children 
California Council for Retarded Children 
California Department of Industrial Relations 
California Department of Mental Hygiene 
Bureau of Social Work 
Children’s Services and Retardation 
California Department of Public Health 
Bureau of Crippled Children Services 
California Department of Social Welfare 
California Mental Health Association 
California Parents Teachers Association 
California Society for Crippled Children and Adults 
California State Department of Education 
Division of Special Schools and Services 
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California Vocational Rehabilitation Service 
Workshops for the Handicapped 
Advisory Council 
California Ycuth Authority 

Chests, Councils an I Funds of Central and North Califoraia 

Communitv Rehabilitation Industries 

Council for Exceptional Children 

Mental Retardation Information Council 

Palo Alto School District 

San Francisco Aid to Retarded Children 

San Francisco Society for Crippled Children and Adults 

San Francisco State College 

State Department of Education 

United Cerebral Palsy Association of California 

U.S. Children’s Bureau 

U.S. OflBce of Vocational Rehabilitation 

University of California School of Social Welfare 

Young Men’s Christian Association 
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Appendix C 
Members of Special 
Study Committees 



Cooperation Among Voluntary Organizations 

Chairman 

Gtmnar Dybwad, Executive Director, 

National Association for Retarded Children 
Members 

Leo E. Connor, Assistant Superintendent, 

Lexington School for the Deaf 
New York City 

Peter Meek, Executive Director, National Health Council 
Sherwood A. Messner, Director, Service Section, Medical and Scientific Depart- 
ment, United Cerebral Palsy Associations, Inc. 

Louise Mumm, Staff Consultant, National Social Welfare Assembly 
P hili p E. Ryan, Executive Director, The National Association for 
Mental Health, Inc. 

Ruth M. Williams, Assistant Executive Secretary, National Conference 
on Social Welfare 

State Interdepartmental Cooperation 

Chairman 

Evelyn Schilling Thomas, California Youth Authority 
Members 

William Beach, Coordinator, Children’s Services and P^etardation, 

California Department of Mental Hygiene 
Margare^e Connolly, Executive Secretary, San. Francisco Aid to Retarded 
Children 

Frank Doyle, Chief, Division of Special Schools and Services, 

California Department of Education 
Charles R. Gardipee, Chief, Cnppled Children’s Service, 

California State Department of Public Health 
Morris Grumer, Executive Director, Handicraft Indusuies, 

Los Angeles 

Daniel E. Johnson, Coordinator of Special Education, 

Alameda County School Department, Hayward, California 
Orville Luster, Youth for Service, San Francisco, California 
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Elizabeth Rhoads, Chief, Bureau of Family Services, California 
Department of Social Welfare 

Phillip Schaeffer, Regional Representative, OfSce of Vocational 
Rehabilitation, Region IX, San Francisco, California 
Murray Tondow, Palo -\lto Unified School District 

Coordinating S^nrvioes at the intermediate Level 

Chairman 

Maynard Reynolds, Professor, Educauon Psvchology, University of Minnesota 
Members 

Richard Bartman, Director of Children’s Mental Health Services, 

State Department of Public Welfare, St. Paul, Minnesota 
Wayne Bassett, Member of Minnesota State Legislature, Knobles County 
Librarian 

Frances Coakley, Chief, Section on Mental Deficiency & Epilepsy, Minnesota 
State Department of Public Welfare 
Edward Francel, Associate Professor, School of Social Work, 

University of Minnesota 

Joseph Kahle, Head, Family & Child Welfare Division, Community 
Health & Welfare Council, Minneapolis 
Wayne Larson, Executive Director, Crow Wing County Welfare, 

Brainerd, Minnesota 

C. Esco Obermann, Past President of the National Rehabilitation Association 
A. B. Rosenfield, Director of Division of Special Services, Minnesota State 
Department of Health 

Ellsworth Stenswick, Director of Special Education, Minnesota State 
Department of Education 

Comprshensive Diagnostic and Treatment Centers 

Chairman 

Harrie M. Selznick, Director of Special Education, Baltimore 
School System 
Members 

Jay Cherry, Former Director, Baltimore Hearing Society 
J. L. Delaney, Supervisor, Vocational Rehabilitation Services, 

Baltimore 

Bruce Eberv^'ein, Executive Director, Maryland Society for Crippled 
Children and Adults 

Kurt Glaser, Maryland Siate J>cpartment of Mental Hygiene 
Sara Leiter, Maryland State Department of Education 
William Martin, Health and Welfare Council of Balrimore 
John Pitts, Bureau of Child Hygiene, Baltimore City Health 
Department 

Jean Stifler, Chief, Division for Crippled Children, Maryland 
State Department of Health 



;enjamin Whii.,, Chief, Division of Community Services for the 
ntally Retarded, Maryland State Department of Health 

Coordination of Special Education and Vocational Rehabilitation 

Chairman 

a r^iioiirmon t^mor atvi foT Plvceotional Children* 

U Ui* t iV jr ^ MMMM tr W* - *. -'O'" X 

University of Georgia 
Memb'irs 

Robert A. Abel, Jr., Counselor, Savannah Local Office, Division 
of Vccational Rehabilitation 

Dorothy Ayers, Coordinator, Program for Exceptional Children, 
Savannah, Georgia 

Ho’.trard Bright, Rehabilitation Consultant for the Mentally Retarded, 
Georgia 

W. A. Crump, Division of Vocational Rehabilitation, Georgia 
Mamie Jo Jones, Coordinator, Services for Exceptional Children, 
Georgia 

Sara Readling, Consultant, Services for Exceptional Children, 

Georgia 

Louise fl. Stewart, Executive Director, Georgia Association for 
the Retarded 

Juanita Walls, Chatham County Schools, Georgia 









Appendix D 

Discussion Group Leaders and 
Recorders National Meeting in 

/\l: 
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Discussion Group 1 

Leader 

Kenneth Hamilton, Associate Director, Ohio Rehabilitation Center, 

Ohio State University 

Recorder 

Reginald Orsolini, Research Analyst, National Society for Crippled Children 
a:id Adults, Inc. 

Discussion Group 2 

Leader 

Robert Warner, Medical Director, Children’s Rehabilitation Center, Bufihdo, 
New York 

Recorder 

Eleanor Bader, Program Consultant, National Society for Crippled Children 
and Adults, Inc. 

Discussion Group 3 

Leader 

Raymond D. Deunerll, Jr., Executive Director, Michigan Epilepsy Center and 
Asso» •'ition, Detroit 

Record. 

Opal Phee, Special Consultant, National Society for Crippled Children and 
Adults, Inc. 

Discussion Group 4 

Leader 

John Kniest, Executive Director, St. Louis Srdety for iGrippled Children and 
Adults, St. Louis, Missouri 

Recorder 

Rhoda Gellman, Program Analyst, National Society for (Crippled Children and 
Adults, Inc. 

Discussion Group 5 

Leader 

T. P. Hipkens, Executive Director, Home for Crippled Children, Pittsburgh, 
Pennsylvania 
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Recorder 

Eleanor McGuire, Program Consultant, National Society for Crippled Chil- 
dren and Adults, Inc. 

Discussion Group 6 



Rudolf P. Honnuth, Specialist in Services for Mentally Retarded Children, 
Health Services Division, Children’s Bureau, Washington, D. C. 

Recorder 

Eveline Jacobs, Program Consultant, National Society for Crippled Children 
and Adults, Inc. 

Discussion Group 7 

Leader 

Celia R. Moss, ACSW, Director, Home Care Department, Montefiore Hospi- 
tal, Pittsburgh, Pennsylvania 
Recorder 

Florence Stat^el, Consultant on Rehabilitation Facilities, National Society for 
Crippled Chidren and Adults, Inc. 










Appendix t 

Authors of Institute Papers 



Ainsworth, Stanley. New Approaches to Collaborative Practice — Special Ed- 
ucation and Vocational Rehabilitation 

Barsch, Ray H. Diagnostic, Evaluation and Rehabilitation Centers for Handi- 
capped Children — ^Discussant Statement 
Bryant, W. D. Coordinating Services at the Intermediate Level — ^Discussant 
Statement 

Buell, Bradley. Structure and Substance in Interagency Joint Planning and 
Collaborative Practice 

Cain, Leo F. State Interdepartmental Council for the Handicapped— State- 
wide Inter-Agency Joint Planning Principles and Practices — ^Discussant 
Statement 

Connor, Frances P. Coordinating Services at the Intermediate Level — ^Discus- 
sant Statement 

Douglass, Joseph H. Some Implications for Programing and Joint Planning 
Among Voluntary Agencies — ^Discussant Statement 
Dybwa I, Gunnar. Cooperation Among Voluntary Health Organizations. 
Eskridge, Charles. The Texas Plan for Rehabilitation of Mentally Retarded 
and Severely Physically Handicapped Through a Cooperative Program 
between the Division of: Vocational Rehabilitation, Special Education 
and Independent School Districts — ^Discussant Statement 
Fenton, Joseph. A Description of the New York State Interdepartmental Health 
and Hospital Conud! — ^Its Accomplishments and Principles and Basic Con- 
cepts for Interdepartmental Coordination — ^Discussant Statement 
Hunt, Merrill E. Planning for Comprehensive Diagnostic and Evaluation Cen- 
ters — ^Discussant Statement 

Karnes, Merle B. New Approaches to Collaborative Practice — Special Educa- 
tion and Vocational Rehabilitation — ^Discussant Statement 
Klapper, Morris. A Discussion of a Report by Gunnar Dybwad on Co- 
operation Among Voluntary Health Organizations— Discussant Statement 
Kurren, Oscar. National Institute on Services for Handicapped Children and 
Youth— Preliminary Report 

Lis, Edward F. Diagnostic, Evaluation and Rehabilitation Centers for Handi- 
capped Children — ^Discussant Statement 
Miller, C. Arden, State Interdepartmental Council for the Handicapped — State- 
wide Interagency Joint Planning Principles and Practices — ^Discussant 
Statement 
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Murray, Clyde E. A Few Comments from a Community Organizer in che Mental 
Health Field on Cooperation Among Voluntary Health Organizations — 
Discussant Statement 

Reynolds, Maynard C. (Minnesota Study Committee) Coordinating Services 
at the Intermcuiritc Level 

Samo, Lyman L. Looking at Coordination Through Rose-Colored Glasses — 
Discussant Statement 

Selznick, Harrie M. Comprehensive Diagnostic and Evaluation Centers for 
Handicapped Children — Principles and Practices for Interagency Joint 
Planning 

Sieder, Violet M. Diagnostic, Evaluation and Rehabilitation Centers for Handi- 
capped Children— Discussant Statement 
Sheer, Alfred. New Approaches to Collaborative Practice-Special Education 
and Vocational Rehabilitation— Discussant Statement 
Sokolov, June. New Approaches to Collaborative Practice— Special Education 
and Vocational Rehabilitation — ^Discussant Statement 
Thomas, Evelyn. (California Study Committee) Report on State Interagency 
Coordinadng Councils on Programs for the Handicapped 
Wallace, Helen M. Comprehensive Services for Handicapped Children at the 
Intemediate (Regional or District) liCvel — ^Discussant Statement 
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